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Traditional  health  policy  in  Chile   has  changed  under  the 
neoclassical  development  model  of   the  current  regiae- 
Social  services  have   been  reduced  and  the   legal  framework 
has  been   restructured  to  facilitate  more   private  aedical 
care.   This  study  analyzes  the  effect  of   these  policy 
changes  on  the  economic,   cultural  and  organizational,   and 
spatial  aspects  of  nedical  care  accessibility. 

Policy  outcomes   have  produced   more   out-of-pocket 
payments,  increased  the  monthly  wage  withholdings  for  health 
care  and  the  cost  of  public   medical  vouchers  issued  ty  the 
National  Health   Fund  (FCNASA) ,    and  reduced   the  public 
medical-personnel-to-population  ratio-   Financial  statenents 
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from  the   National  Health  Service  System   (S.N-S.S.)    are 
reviewed  from   1962  to   1983  as   cne  indicatcr   of  these 
policies.   Medical  consumers'  purchasing   pcwer  fell  by  20 
percent  between  1978  and  1983.     Possitle  reasons  fcr  the 
failure  of  aedical  practices   (ISAEBEs)   to   capture  the 
originally  predicted  market  share  are  discussed. 

Demographic  and   organizaticnal   Bcdels   examined 
utilization  and  satisfaction  with  care  among  a  survey  cf  lUO 
S.S.S.S.   users  in  southeastern  Santiago.     Osers  Mere 
satisfied  with  medical  care  despite  long  waiting  periods  and 
conflict  with  ancillary  workers.    Survey  findings  suggest 
that  S.N.S.S.   users  expect  a  ainioum  level  of  medical  care. 
Comparison  with  national  and   international  studies  reveals 
the  importance  of  physicians*   bedside  manner  and  prcximity 
to  medical  care. 

The  spatial  organization  of   primary  medical  care  is 
analyzed  in  Greater   Santiago  and  this  pattern   is  ccmpared 
with  those  from  Canada  and  the  0.  S.    Happed  accessibility 
surfaces  to  S.H.S.S.   clinics  (for  the  medically  indigent) 
reveal  under-serviced   areas  in   the  lew-income   and  newly 
settled  municipalities  in  the  south.  Private  physicians  were 
spatially  more  concentrated  in  1980  than  in  1950,  suggesting 
that  the  private  medical  market  in  Chile,   like  Canada,   is 
not  acting  as  an  agent  of  dispersion. 
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CHAPTEE  I 
INTRODDCTION 


Background 
Pablic  service   prowisicn  is   one  indication   of  the 
state's  role   in  social  and  econcnic  development.    ifce 
■ixture  of  public  and  private   funds  in  the   provision  cf 
services  varies   widely  in  tiae   and  space   yet  invatiatly 
reflects  the  political  tendencies   of  an  administration  and 
the  current  ideologies  of  the   state.    Federal  prograus  in 
the  United  States,   for  instance,   are  being  cut  fcacX  or 
eliminated  in   the  1980s  under  the   aeagan  administraticn, 
reflecting  an   ideology  of  less  gcvernuent   involvement  in 
individuals*   lives.     An  important   catalyst   to   the 
redefinition  of  government  spending  was  the  so-called  Jarvis 
Amendment  which  appeared  before  the  electorate  in  California 
in  1978.    This  amendment,  often  referred  to  as  Propcsiticn 
13,  lowered  the  ad  valorem  real  property  taxes  fron  three  to 
one  percent.    The   State  of  California  lest   about  seven 
billion  dollars  in  foregone  revenues,  but  afforded  taxpayers 
that  much  in  savings.    Proponents  cf  the  amendment,   state 
legislators  H.A.  Jarvis  and  P.  Gann,  argued  that  lower  taxes 
can  redace  the  level  of  public-sector  programs  and  services. 
Jarvis  claimed  that 


the  only  way  to  cut  the   cost  of  governaient  is  rot 
to  give  then  ocney  in   the  first  place-   (F. C.F, 
1978,  p.  425) 

Co-sponsor  Gann  added 

The  government  has  tried  to  becoaie  uncle,   mother 
and  father  and  we  simply  cannot  afford  it  anyinore- 
(P.C.F,,  1978,  425) 

Other  proposals  and  amendments   that  were  against  high 
taxes  and  wanton  government  spending  appeared  on  the  ballots 
in  14  other  states  that  November-    Ihe  tenet  of  this 
legislation,   and  indeed  its  appeal  to  the  electorate,   was 
that  local,   state  and  national  gcvernnents  could  provide  a 
ninimua  level  of   public  programs  and  services  without 
compromising  the  welfare  of  the  general  public. 

Fiscal  retrenchment  has  also  become  evident  among  ether 
industrial  nations,   albeit  for   different  reasons.    The 
governments  of   Helmut  Kohl  of   Best  Germany  and  Hargaret 
Thatcher  of  Great  Britain  have  shared  a  similar  restrictive 
government  ideology.   This  shift  towards  fiscal  retrenchnent 
in   Western   Europe  conflicts   with   a   Icng-established 
tradition  of  state  participation  in  the  economy   and 
especially  in   human  service  programs.    Economic  summit 
meetings  of  the   recent  leaders  of  the   industrial  nations 
have  subscribed  to  fiscal  conservatism   to  the  extent  that 
it  can  curtail  inflation-    The   performance  of  the  United 
States*  economy  during   the  first  term  of   Bonald  Beagan  as 
well  as  the  resounding  approval   given  him  by  the  electorate 
in  November,  1984,   suggests  that  governments  can  and  should 
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provide  fewer   commoaity  services   if  private   sector  and 
individual  initiatives  can  deliver  such  services. 

To  some  extent,  this  general  fiscal  retrenchoent  policy 
can  be  seen  as  a  backlash   to  the  growing  tide  of  literalism 
of  the  post-lorld  War  II  era-    Adherents  to   the  "less- 
government-  is-better"  notion  in  the  O.S,  have  contended  that 
the  return  on  human  investment   projects  in,   say,   health 
care,   is   both  difficult  to   measure  and  does   not  jield 
commensurate  returns.     Individual  responsibility   is  ct 
primary  importance   in  establishing   cne*s  health   status. 
Clearly,   in  the  O.S.   it  seems  that  individual  life-styles 
determine,   in  large  degree,   the   health  status  that  one 
enjoys  (Dever,  1980).    Indeed,   increasing  public  funds  in 
the  health  care  sector  in  the  form  of  national  insurance  or 
program  coverage  is  not  an   ade<]uate  substitute   for  what 
individual  initiative  can  provide-    Ihcugh  this  health  care 
example  is  simple,   it  does   underscore  a  basic  premise  cf 
fiscal  retrenchment:   less  governnent  spending  coupled  with 
individual  and  private  business   initiatives  is  better  tian, 
or  perhaps  egual  to,  state-financed  ventures- 

This  current  trend  against  the   growth  of  the  state  and 
increased  social  spending  is  also  evident  ascng  developing 
nations-   The  1970  Chilean  presidential  elections  produced  a 
socialist  victor.  Dr.   Salvador  Allende,  whose  Popular  Onity 
party  sought  to  further  state  control  of   the  econoEy  that 
had  steadily  mounted   during  the   1960s-    The   Allende 
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goveraoent  increased  public-sector  investnent   in  th€  areas 
of  mining,   aetal  processing,   transportation,   health  and 
education  that  the  previous   administration  of   Christian 
Democrat  Eduardo  Frei  (196U-70)    had  initiated.    Bot  fcr 
reasons  not  to  be  considered  by  this   present  study,   the 
Allende  government  was  overthrcwt  in   Septemter  1973  by  the 
araed  forces   led  tj     General  Augustc   Pinochet  (Sigmund, 
1977).    Supporters  of   the  coup  claiaed  that   the  Allende 
administration  (1970-73)  wreaked  havoc  en  the  nation-    Ihey 
objected  to  high  uaeoployaent,   soaring  inflation,   ran^ant 
labor  strikes,    worX  stoppages,    and  land   and  business 
expropriations  that  were  seen  as  the  preparation  fcr  the 
establishment  of  a  socialist  state. 

Since  1973,   Chile  has  been  ruled  by  General  Eincchet 
whose  self-appointed  tern  in  office  is  to  expire  in  19es, 
with  an   option  to  continue   until  1996.     Ihe  military 
government  has  forged  strong  ties   with  new  and  traditictal 
business  groups  of  the  nation  and  has  moved  tc  dismantle  the 
traditional  political   pressure  groups   such  as   political 
parties,  labor  unions,  student  icveaents,   and  the  national 
electorate-    Decision-rules  laid  out   by   engineers, 
technocrats  and  economists  have   replaced  these  traditional 
political  players-     The  military   government  in   Chile 
(referred  to  as  a   bureaucratic-authoritarian  state  because 
of   its  strong-arm   tactics   and  reliance  on   technical 
guidelines  (O'Donnell,  1978)),  has  sought  the  cooperation  of 


the  nation's  business  groups   to  run   the  financial   and 
industrial  sectors  ct  the  econoay.    Id  contemporary  Chile 
the  highest  public  officers  are   appointed  fcy  the  President, 
the  state's   allegiance  is  to   social  control  by   means  of 
increased  participation  from  the  private  sector  and  there  is 
a  strong  sense  anong  national  leaders  that   the  nation  te 
held   accountable   only  to   the   international   lending 
cooBiunity.    Since  the  Congress  was  suspended  in  1973,  there 
have  been  no   institutional  checks-and-balances.     Mere 
importantly,   the  Chilean  junta   has  deepened  its  nation's 
dependence  on  international  capital  by  increasing   the 
foreign  debt.    At  the  sane  time,   however,   the  Pinochet 
regime   has  received   tacit   apprcval   frcm  the   Beagan 
administration   for   its  fervent   anti-communist   stance, 
despite  the  civil  and  human   rights  violations  committed  ty 
the  regime.*   Although  the  military's   strong-armed  tactics 


1  Under  the  Carter  Administration,   human   rights  abuses 
committed   by  the   security   fcices   cf  the   Pinochet 
government  were  greatly  curtailed.   In  the  1980s,  under  a 
waning  economy  and  considerable  opposition  to  the  nilitary 
government's  rule,   human  rights  abuses  began  to  increase 
once  again.  For  partial  documentaticn,  see  Chile,  Ividence 
of  Torture:   An  Amnesty   International  Report.    London: 
Amnesty  Internaticnal  Publications,  1963.  An  indication  of 
the  Beagan  administration's  tacit  approval  of  the  Pinochet 
regime  and,  indeed,   other  authoritarian  governments,   is 
borne  out  by  comments  made  by  President  Beagan  on  naticcal 
television  during  his  October,    1984  debate  with  former 
Vice  President  Halter  Mondale.   The  President  was  asked  by 
panelist  Hr,  Kondracke:  ".  .  .there  are  other  such  leaders 
heading  for  trouble,  including  President  Pinochet  cf  Chile 
and  President  Marcos  of  the  Philippines.   Khat  should  ycu, 
and  what  can   you  do,   to  prevent   the  Philippines  frcn 
becoming  another   Nicaragua?"  Although   the  question   is 
directed  to   the  Philippine  case  but   the  response   is 
equally  germane  to  the  Pinochet  government.    President 
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have  been  denounced  by  the  intecnational  conaunity,   it  fcas 
been   forthright   in  meeting  its   foreign   debt   with 
international  bankers. 

Sorely,   the  Pinochet  governnent  is  the  antithesis  of 
the  two  previously  elected  governnents   or  other  regiites  in 
Chile  since  1932  {Caviedes,   1S79).   Iho  aspects  of  Chilean 
history  make  the  study  of   public  service  provision  in  that 
country  of  particular  interest.    First,  using  the  enactaent 
of  a  constitution   as  an  indicator,   Chile   was  the  third 
oldest  deoocratic  gcvernaent  in   modern  history  until  1973, 
following  only  France   and  the  United  States.     fihile  its 
post-independence  political   history  has   been  periocically 
narred  by  short  periods  of  military  rule,  the  demands  of  the 
electorate  and  the  action  of  their  representatives  helped  to 
shape  the  "welfare  state"  that  characterized   that  country 
prior  to   1973.    Second,   and   germane  to   this  present 
research,   is  the  fact  that   the  Chilean  health  care  system 
has  been  world  reknown  for  its  coisprehensive  coverage.    Its 


Beagan  responded:   "I  know  there   are  things  there  in  the 
Philippines   that  do   not  lock   good  to   us  from   the 
standpoint  right  now,  of  democratic  rights-    But  what  is 
the  alternative?   It  is  a  large  comitunist  movement  to  take 
over  the  Philippines  ...   And  I  think  that  we've  had 
enough  of   a  record   of  letting,    under  the   guise  of 
revolution,   someone  that   we  thought  was  a   little  acre 
right  than  we  would  be,   letticg   that  person  go  and  then 
winding  up  with  totalitarianism,  pure  and  simple,   as  the 
alternative.   And  I   think  that  we're  better  off,   for 
example,   with  the  Philippines,   of  trying  to  retain  our 
friendship  and  help  them  right  the  wrongs  «e  see,   rather 
than  throwing   them  to   the  wolves   and  then   facing  a 
communist  power  in  the  Pacific."  Cited  from  Congressional 
Quarterly  27  Octoter  1984,  pp.  2835-2836. 
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planning  strategies  have  been  acdeled   by  many  nations 
(Rcemet,  1985) •  This  health  care  system  has  undergone  change 
in  light   of  the  guiding   ideclcgy  of  the   current  regime. 
Thus,  the  contrast  of  the  conservative  ideology  that  heralds 
reduced  social  spending  and  a   health  care  system  that  used 
to  be  mostly   state  funded  makes  the   study  of  conteupcrary 
Chile  an  inviting  intellectual  challenge. 

Scope  and  Purpose 

This  research  assesses  accessibility  tc  primary  medical 
care  in  Cbile-   Accessibility  is  the  fotential  to  prccure 
care  which,  when  realized,   becomes  utilization.    Primary 
medical  care  accessibility  is  reviewed   here  in  its  trcadest 
conception;   that  is,  financial,   econoaic,   cultural  and 
organizational,  and  geographic  barriers.   These  components 
of  accessibility   are  examined  in  Chapters  II   through  V 
respectively.    Although  each  chapter  builds  on  earlier  ones 
in  its  examination  of  medical  care  accessiblity.  Chapter  Iwc 
provides  sufficient   background  infcriaticn  to   enable  the 
other  chapters  then  to  be  read  separately.    A  review  cf  the 
literature  that  is   pertinent  tc  each  particular   topic  is 
included  in  each  chapter. 

The  study   focuses  on   the  patterns  found  in   1983. 
However,   health  care  financing   trends  from  previous  years 
are  discussed  where  necessary.   Research  findings  presented 
here  represent  fourteen  months  of  work  in  Santiago,   Chile, 
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in  1983-84,  and  one  month  in  ncitbern  Chile  in  196  1.   Ihoagh 
the  work  is  written  by  an  outsider  to  the  putlic  and  private 
medical  systems  in  Chile  and  thus   aay  fail  to  provide 
insight  into  the  subtleties  of  those  systems  (Sidel,   1980), 
it  benefits  from  more  than   200  interviews  with  health  care 
workers  and  consumers,   as   well  as  first-hand  iuforaaticn 
obtained  from   interviews  and  archival  research   in  putlic 
health  departments  cf  finance,  public  hospitals  and  clinics, 
and  private  medical  practices-    The  author  had  aluost  daily 
contacts  with  users   and  providers  cf  the   various  medical 
systems  in  Chile.    Because  much  of  the  data  are  taken  from 
unpublished  sources,  special  care  has  been  taken  to  dccunent 
them  as  thoroughly  as  possible. 

The  methodological   approach  is   appropriately  varied, 
reflecting  the  diverse  nature  of  the  research  questions. 
Methods  of  analysis  range  from  statistical   techniques  and 
computerized   mapping,   to   participant  observation   and 
interviews.    Every  attempt  has  been   made  to  document  the 
latter  source  as  carefully  as  possible.    A  few  eitplcyees 
from  the  public  health  sector   have  requested  anonymity  and 
this  request  has  been  granted.    Such  cases  are  few  and  key 
arguments  presented  in   the  work  are  not  founded  on  these 
sources. 

This  research  departs   from  a   branch  of   medical 
geography  that  is  best  represented   by  Joseph  and  Phillips' 
(1984)   and   Shannon  and  Dever*s    (1974)   organizational 
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eaphasis  on  the  delivery  of  health   care  <see  Chapter  V  fcr 
full   description).    They   point  tc   the  iaportance   of 
considering  the  organizational  and   economic  structure  of  a 
glTon  delivery  systea  before  investigating  the  spatial 
organization  of  a  place's   service  netuork.    From  this 
perspective,  health  care  policy  is  viewed  as  a  subset  ot  the 
larger  national  economic  and   political  fabric.    Thus  the 
study  of  geographic  accessiblity  to  primary  care  facilities 
— a  spatial  relationship—   is  a  aoct  endeavor  if  econcBic 
access  cannot  be  gained  {Rosenberg,    1983)  .    It  is  first 
necessary  then  to  understand   the  restructured   financial 
system  and  economic  accessibility  to  health  care  (Chajters 
II  and  III).   Then  the  analysis  shifts  tc  Santiago  fcr  the 
purpose  of  offering  a  "snapshot"   of  the  primary  care  system 
of  Santiago  in  1983  (Chapters  IV  and  1)  . 

The  emphasis  on  health  care  accessibility  refers  aainly 
to  primary  medical  care  (fMC) ,    that  is,   therapeutic  cr 
curative  care  provided  by  a   nurse  or  physician.    In  nany 
ways,   PHC  is   the  most  iaportant  ccmpcnent   of  a  delivery 
system.    It  generally  marks  the  first  point  of  entry  intc  a 
given  system.    The  ease  of  care   at  the  EMC  level  dictates 
the  comprehensiveness  and  guality   of  care   at  sutsequent 
levels  and  the  extent  of  a  populaticn  likely  tc  receive 
attention.    In  selecting  PHC  as  the  organizational  level  of 
analysis,   some  difficulty  arises.    Economic  indicators  cf 
health  care  are  often  aggregated  and  it  is  difficult  tc 
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extract   that  conponent  that   relates  sclelj  to   PKC- 
floreover,   the  dominant  consumer  of  health  care   funds  in 
aodern  western-based  systems  is  the  hospital-   When  data  are 
disaggregated,   soae  allcvaace  can  be  isade   for  hospital 
activities  but  this  is  not  always  the  case  for  PHC.    Every 
attenpt  has  been  aade  to  identify  the  use  of  national-level 
health  care  data  versus  those  which  are  exclusively  for  PMC- 

This  study  was  conducted  bearing  in  mind   the  caveats 
and  prognoses  identified  by  three  recent  presidents  ct   the 
Association  of  American  Geographers.    Nicholas  Helburn 
(1983)   called  for  geographers  to  approach  tbeir   work  ty 
considering  how  it  affects  the  quality  of  life.    Be 
contended  that  geographical  research  should  strike  a  Lalacce 
between  the  theoretical  contributions   to  the  discipline 
(basic  research)   as  well  as  the  improvement  of  the  quality 
of  life  (applied  research).    Helburn's  ncte  highlights  the 
significance  of  a  geography  of   public  policy  and  well-being 
in  assessing  public  services. 

In  another  presidential  address,  John  Fraser  Hart 
(1982)  underscored  the  importance  of  regional  geography  as  a 
laboratory  where  description  can  provide  a   testing  ground 
for  normative  theories  of  the  social  and  natural  sciecces. 
Hart   argued  that   the  region  is  an  essential  part  of 
geographic  research  because  it   provides  geographers  with  a 
unit  of  analysis  from  which   generalizations  can  be  aade  — a 
necessary  ingredient,    like  Helburn,  therefore.  Hart  argues 
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that  geographers  have  an  obligaticn  tc  society,   and  part  of 
this  obligation   means  learning   how  to   speak  tc   a  "new 
aadience**  of   decision-iaXers  in   government  and   business 
(1982,  19). 

A  recent  presidential  address   emphasized  the  need  for 
coDbined  strategies  in  geographic  inguiry.   fiicfaard  Eorriil 
(1984)   contends  that  geographers   cften  use  secondary  data 
whose  lioitations   and  weakness  they  occasionally   tail  to 
recognize.    Statistical  and   cartographic  analyses,   the 
collection  of  priaary  data  and   the  use  of  foreign  languages 
should  be  encouraged  in  geographic  inquiry.    It  is  in  this 
spirit  that  the  present  research  has  teen  carried  cut- 
in  this  study  cf  aedical   caie  accessibility  in  Chile, 
findings  are  compared   with  other  nations  in   an  attcipt  to 
place  the  changes   in  the  Chilean  medical   system  within  an 
international  context.   The  practical  utility  of  the  wcrk  is 
that  it  provides  an  assessment   cf  a  public  delivery  system 
that  has  been  the  object  of   much  attention  in  recent  years. 
Developing  nations   around  the   world  face   a  number   cf 
problems  exemplified  by  the  Chilean  case. 

This  maltifaceted   research  attempts  tc  make   a  unigne 
contribution  to  medical  geographic   inquiry  by  deacnstrating 
a  number   of  methods  that   cculd  be  esployed   in  assessing 
health  care  delivery  elsewhere.    The  systematic  reviews  cf 
financial,   economic,   cultural   and  crganizational,   and 
spatial   accessibility   to  primary   medical   care   lend 
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themselves  to   evaluaticns  of   other  health   cace  systems. 
Those  Bith  interests  in  poblic  health  care,  flanning,   uitan 
studies,   Latin  Affleiican  studies,   and  human  geography  vill 
hopefully  find  the  work  to  be  cf  sone  value- 

Conceptual  and  Eapirical  Components  of  Accessibility 
One  approach  to  health  care   accessibility  is  to 
describe  the  attributes  of   the  population-at-risk  and  the 
characteristics  of  the  delivery  systea.   A  delivery  system 
refers  to  the  distribution  and   availability  of  health  care 
providers  and  facilities.    Iifcrtant  aspects  cf   the 
population  serviced  by  this  system  are  income  levels,   age, 
health  status,    and  insurance  coverage.    Factors  that 
intervene  between  the  capacity  to  x:roduce  service   and  the 
actual  consumption  cf  services  are   also  included  in  studies 
of  accessibility  (Donabedian,  1973,  U1S;  Aday,  Andersoc,  and 
Fleming,  1980,  25-27). 

Studies  of  accessibility  to   health  services   often 
produce  different  conclusions,   depending   upon   which 
dimension  of  care   is  studied.   A  general  framework  for 
identifying  the  dimensions  of  care  is  structure,  process  and 
outcome.    Structure  encompasses  those   institutional  and 
enabling  aspects   of  the  distribution  and   availafcility  cf 
resources.   Process  identifies  the   characteristics  of  the 
population-at-risk  and   methods  of   delivery   including 
provider-patient  interactions.   Cutcome  refers  to  the  health 
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status  o±   the  population  as  a   result  of  a   medical  care 

episode  and  the  treatment  they   receive  in  the  medical  care 

system-   Aday  et  al-   have  elaborated  a  number  of  lodels  in 

the  study  of   health  care  accessibility-   They   define  the 

interaction  of  structure,  process  and  outcooe  as  they  affect 

access  to  health  care  as 

those  dimensions  which  describe   the  potential  and 
actual  entry  of  a  given  pcfulaticn  to  its  health 
care  delivery  system,  (1980,  26) 

Accessibility  can   be  further   defined  as   potential 
versus  realized  health  care  events,   Potential   access 
emphasizes  those  arrangements  for  the  fctential  rendering  of 
care  to  customers,   in  terms  of  «ants,   needs  and  resources 
that  consumers  buy  in  the  help-seeking  process-    Eealized 
access  can  be   separated  into  more  objective   indicatcis  cf 
utilization  as  well  as  into  subjective  afpraisals   of  the 
care  received-    Ihe  objective  indicators  describe  tfce 
purpose,   type,   setting,   and  time   span  involved  in  the 
consumption  of   health  services-    Subjective   aspects  of 
realized  care  draw  en  consumer  satisfaction.    Measures  cf 
consumer  satisfaction  are  patients'   evaluations  of   the 
quality  of  care  delivered,   the  information  given  to  theai  by 
providers,  the  ease  of  care,  and  attributes  of  the  providers 
themselves  (Aday  et  al.,  1980,  33-34;  Dcnabedian,  ISSO) . 

Health  researcher   Avedis  Ccnabedian   (1973)   divided 
health  care  accessibility  into  t»tc   majcr  cosponents  in  his 
seminal  review  of  health  services  research.    Accessibility 
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is  conceptualized  as  having  sccio-crganizational  and 
geographical  components.    The  former  enphasizes  non-spatial 
resources  in  the  potential  utilization  of  care.    Horrill  et 
al.   (1970)   have  shown  how   certain  configurations  in  the 
medical  care  system  influence  access  to  care.   Their  Chicago 
study   showed  how   physicians'  referral   patterns  were   a 
complex  function   of   the  hospitals   where   the^  held 
privileges.    They  found  that  58   percent  of  all  physicians 
sent  patients  to  only  one  hospital-   Half  of  all  physicians 
practiced  at  hospitals   that  were  not  the   closest  to  their 
offices.   These  unexpected  patterns  reflect  the   urtan 
composition  of  the  city,   the  type  of  hospital  (teaching, 
public  or  proprietary)   and  the  ethnic  and  racial  make-uf  of 
the  consumers.   Socio-organizaticnal  factors  account  fcr  the 
degree  of  accessibility  in  these  instances. 

Geographic  accessibility  emphasizes  the   "friction  of 
space"  and  the  constraints  that  travel  places  on  getting 
care  (Joseph  and  Phillips,   1985;   Bawley,   1950,   237). 
Potential  barriers  to  care  can  be  measured  in  a  nunber  cf 
ways,  each  suitable  to  a  particular  purpose-   These  seasures 
of  geographic  accessibility  are  (i)   linear  distance,   (ii) 
travel  distance,  (ii)  travel  time,  (iv)   total  elapsed  tiire, 
and  (v)   travel  cost.   Bany  of  these  spatial  dimensions  are 
explored  in  Chapters  IV  and  7- 

Various  components  of  accessibility  to  medical  care  are 
illustrated  in  this  present  research.     As  this  revie*  cf 
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accessibility  shows,   its  conceptualization  and  measureoert 
comprise  a  large  set  of  factors  that   influence  the  users. 
Bo   guiding  oodel   of  accessibility  can  ke   assigned  in  all 
research  exercises.   lo  a  certain  extent,  there  is  a  degree 
of   arbitrariness  in  socio-organizational  and   geographic 
assessments  of  accessibility  (Dcnabedian,   1973,   U 19-508). 
The  reader  must  select  to  what  extent  the  conceptualization 
and  measurement  of   accessibility   are   valid  in   this 
particQlar  health  care  setting. 


CHAETEB  II 
BESTROCTORING  HEALTH  CARE  FINANCING  IN  CflllE 


Introduction 
As  the  prolonged  uorld  recession  ccntinues,  its  adverse 
economic  effects  compound  existing  protlems  in  develcpicg 
countries.  This  trend  suggests  that  defining  the  rol€  c£  the 
state  in  financing  medical  care  becomes  an  even  mere  complex 
issue,   subject  to  a  wide  spectrum  of  opinions  <C€ohadd£, 
1982;  Elling,  1981;  Zschock,  1980;  Basch,  1978;   Eenjoussef, 
1977;  Boemer,  1977a;   Haxwell,  1974).    On  one  level,  this 
issue  can  be   viewed  in  terms  of   governments  striking  the 
critical  balance  between  their   iotenticns  to  fester  fiscal 
austerity  and   their  commitment   to  support   tasic  social 
programs.   Various  constraints  exist,  however,  that  impede 
an  accurate   measuring  of   the  returns   on  human   capital 
investment  in  health  and  medical   care  (Hakim  and  Solimanc, 
1978;  Berg,  1973).    These  constraints  include,  for  example, 
escalating  capital  costs;   the  ccaplexity  of  methcdologj  in 
determining  measures  of  health  status   outcomes  (Zweifel, 
1982;  Donabedian,  1S80) ;   and,  inevitably,  ccrapetiticn  from 
other  sectors  of  the  national  economy  for  the   limited 
resources  available  (PAHO,  1965). 
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This  chapter   focuses  on   health  care   financing  and 
delivery  to  establish   a  basis  of  reference   on  which  ether 
aspects  of  sedical  care  accessibility  can  be  gauged-   Chile, 
with  its  population  of  11-4  Billion  in  1982,   is  one  of  the 
more  developed  Third  Horld  ccuntries  (ficrris,  1981;   Jawes, 
1969)  that  has  been  described  as  a  aodern  welfare  state.  The 
1973  military   intervention   brought  tc  power   its  current 
£aler#  General  Augastc  Pinochet,   who  has  vigorously  pursued 
and   subsequently  attempted   to  institutionalize   dramatic 
shifts   in   ideological   and   pragmatic   approaches   tc 
government-   The  neo-classical  economic  practices  adcpted  by 
General   Pinochet  contrast   sharply   tc   the  mixed   and 
socialized  economies  of  previous  administrations  (Halloy  and 
Borzutsky,  1982;  Vergara,  1981). 

A   brief  review   of   the  Pinochet   administraticc's 
ideology  and  policy  strategies   since  seizing  power  provides 
baseline  insights   into  the   discussion  of   state-financed 
versus  private  medical   care  services  in  Chile   during  this 
period-   In  the  first  three  years,   the  Pinochet  governaert 
imposed  measures   tc  severely   cut  government   spending  in 
efforts  to  control,   and  eventually  reduce,   the  spiraling 
inflation  plaguing  the  Chilean  eccncmy.    The  Consumer  Erice 
Index  (IPC,   or  Indice  de  Precios  al  Cqnsumidor)   fell  frca 
605  percent  in   1973  to  198  percent  in   1976  (Cortazar  and 
Harshall,   1980)-   In  pursuing  a  cecclassical  model,   the 
government  introduced  austerity   measures  as   part  of   a 
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program  called  "Operation  Shock"  {so   dubted  because  ct  its 
immediate  effects) ,   and  returned  state-owned  enterprises  to 
the  private  sector.    Of  the  46C  enterprises   owned  fcj  tbe 
state  in  1973,    only  23  of  them  still   remained  in  stat€ 
control  ty  1980.   Other  actions  endorsed  by  the  neoclassical 
model  of  development   were  the  reduction  of   import  tariffs 
from  as  high  as   300  percent  in  1974  tc  a   flat  10  percent 
rate  (except  for  automobiles) ,   and  the  unrestricted  flew  of 
foreign  capital  into  Chile  (Ff rench-Davis,  1982). 

Ihis  "shock  treatment,"  however,  was  not  limited  tc  the 
transfer  of  state-owned  ccrporaticns   tc  the  private  sector. 
Austerity  programs  reduced  emplcynent  in  the  public  sector 
by  25   percent  between  1973   and  1979.    These  draccnian 
measures  were   formidable  given  the   historical  importance 
that  the  public  sector  has   had  in  employing  the  broadening 
middle  classes   of  Chile  and   the  tenacity  bj   which  those 
employees  have  held  on  to   their  jobs  (Martinez  and  liroci, 
1981).    Social  security  and   health  care  expenditures  were 
also  reduced  so  that  the  cost  of  Chilean  labor,   relatively 
expensive  compared  to  other  developing  nations,  could  tetter 
compete  in  the  international  market  (Kcrnevall,  1977).  There 
was  even  some  discussion  about   selling  public  hospitals  tc 
private  owners,   but  thus  far  cnly  one  hospital  district  in 
central  Santiago  has  been  transfered  to  private  managenent 
while  still  being  financed  by  public  funds. 
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Ihe  Pinochet  government   was  in  a  position  to 
restracture  and  "acdernize"  health  care  delivery  after  it 
reduced  state  expenditures  and  liberalized  its   ecoccay  sc 
that  private  investitent  could  be  encouraged.    In  1977,  four 
out  of  every  five  medical  consultations  nere  state  financed 
{Table  1)    and  the   government  sought   to  reduce   this 
dependence  on  state  support-   A  robust  performance  in  ether 
sectors  of  the  ecocony  led  the  gcvernsent   econoraic  teas, 
strong  adherents  to  the  neoclassical  ideas  of  Nobel  laureate 
Hilton  Friedman  (1962),   to  apply  free-market  principles  to 
health  care  financing,   thereby  increasing   both  private 
sector  participation  and  out-of-poc3?et   payments   ty 
consumers.   The  main  public-sectcr   medical  system,   the 
National  Health  Service,  reduced  its  relative  contrituticn 
of  medical  care  froB  about  58   percent  in  1978  to  50  percent 
in  1983- 

The  abrupt  shift  in  ideology  of  social  developiect  in 
Chile  reflected  a  larger  mood  ct  fiscal  conservatisir  aacng 
the  developed   nations  (Fainstein  and   fainstein,   1982). 
Before  joining  the  Eeagan  administration,   budget  analyst 
David  Stockman,  and  his  colleague  P,W-   Granra,   argued  that 
sustained  government  health  care  financing  tended  to  "punp 
up"  demand  (Stockman  and  Gramm,  1980) •    Similar  views  alcut 
supply-side  economics  in  the  Chilean  health  care  sector  sere 
spelled  out  in  two  major  policy  statements  ty  the  Ministry 
of  Health  (Hinisterio  de  Salud,  1S77;  Sfcerer,  1973). 
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TABLE  1 

Hedical  Attention  for  Acate  and  Chronic  Illnesses, 
Accidents  and  Check-aps,  Chile,  1977  and  1983 


Percentage 
Institution  1977      1983 


POBIIC 


National  Health  Service 

Other  Public  Agencies 

SEEBEHA  (National  Medical  Service 

for  Employees) 


57.7 

^s.l 

11.5 

9.7 

Service 

12.2 

15.3 

Subtotal 

81,4 

7«».7 

PRIVATE 


Private   Practice  18.6  23.5 

No   Care  0-0  1.8 

Sufctctal       18.6  2«l-3 


lotal  100.0      100.0 


i 


Source: 1977  data  from  Binisterio  de  Salud  (1983,  lable 
78,  p.  50);  1983  data  fron  Medina  (n.d.,  lable  1,  f.  5). 


The  impact  of  these  recent   develcpaents  in  health  care 
policy  in  Chile  and  the  changing   roles  of  both  the  private 
and  public  sector   in  the  provision  of  health   care  will  be 
addressed  in  this  chapter.    A  review  of  public  and  private 
perspectives   in  the   financing  and   prevision  of   social 
services  is   undertaieen  followed   by  an   overview  of   tbe 
evolution  of  Chilean   health  care  policy  in   the  twentieth 
century.    The  main  sections  of   the  chapter  deal  with  tfce 
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major  alterations  introduced  in   the  financing  and  delivery 
of  health  services  in  Chile.    The  Chilean  experience 
illustrates  problens   that  nay  be  encountered  Hhen  uajcr 
policy  changes  are  enacted  for   the  benefit  of  a  shctt-terB 
econoaic  performance  in  the  national  economy. 

Public  and  Private  Perspectives  on  Health  Care  financing 
The  role  that  the  state   plays  in  health  care  delivery 
has  been  discussed  in  numerous  vorks  and  from  various 
perspectives  (Boemer,  1977b;   Navarro,   1974t;  Sigerist, 
1947).    In   the  delivery  of   health  care  the   public  and 
private  sectors  have  basic  characteristics  that   should  fce 
mentioned  for  purposes  of  comparison  with  the  Chilean  case. 

On  the  one  hand,  public  cvineiship  and  adsinistration  of 
facilities  allow  planners,  on  a  limited  basis  at  least,   to 
arrange  service  delivery  (Dever,    1980).   Health   care 
planning,  in  particular,   guides  the  medical  marketplace  in 
mixed  economies  when  the  private  sectot  is  small   or  ccst- 
containment  is  sought.  The  Canadian  experience,  for  exan^le, 
shows  that  health  care  planning   can  account  for  reascnatly 
accurate  forecasts  of  medical  demand   (foltz  et  al.,   1977; 
Boos  et  al.,  1976;  Spaulding  and  Spitzer,  1972).   The  state 
often  becomes  the   main  financier  of  health   care  when  the 
purchasing  power  of  the  citizenry  is  low  or,   as  in  Canada, 
when  the  electorate  determines  that  differential  financial 
access  to   medical  care  is  unacceptable   (Blishen,   1969), 


22 
Thus,  ia  a  sense,  state  contccl  can  reduce  the  highl;  skewed 
distribution   of   aedical  personnel   and  services   that 
inevitably  occurs  when  consuner  purchasing  poser  is  the  cnly 
determinant  of  entry  into  the  health  systea. 

On  the  other  hand,   because  cf  the  lack  cf  ccmpetiticn 
in  public  health  care  systems,   the  state  influences  prices 
and  wages  in  the  aedical  narket.   For  this  reason,  there  are 
fewer  incentives  for  reducing  costs   when  ccKpared   tc  a 
competitive  aulti-system  setting  (Katz  et  al.,   1982).   Ihe 
absence  of  coopetition,   furthermore,   weakens  managerial 
behavior.   After  all,  public  managers  have  little,  if  any, 
incentive  to   exert  cost-contrcl  measures  if   the  financial 
rewards  do  not  accrne  directly  to  them  (Pcmmerehne  and  Fi€y, 
1977).    In   additicn,   consumers  in   a  state-controlled 
monopoly  can   hardly  "exit"   from  that   system  (lineterry, 
1977;   Hirschaan,   1970)   to  express  demand  for  changes  in 
services.   Nevertheless,  a  true  competitive  marketplace  is 
difficult  to  find  in  any  country.  Government  intervectioc  in 
health  care,   misinforaation  on  the  part  cf  the  consumer  and 
the   existence  of   oligarchies   weaken  the   neoclassical 
argument  that   true  competition   can  be   attained  in   the 
aedical  marketplace  {Beilly  and  Euhr,  1983). 

To  be  sure,   ccnsumers  in  the  medical  marketplace  face 
special  problems.    They  are  more  passive  than   in  ether 
fields   due  to   their  limited   understanding  cf   medical 
matters.   The  consumer-supplier  relationship  is  not  at  arx's 
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length,  as  in  many  ether  larkets,   but  rather  becomes  cne  of 
trust.   Patients   abdicate  considerable   power  to   tteir 
"agents"  — physicians  and  allied  health  care  fersonnel —  not 
only  because  they   are  unfamiliar  with  clinical   aspects  c£ 
the  medical  system,  but  because  they  knew  little  about  costs 
(Beilly  and  Fuhr,   1983).    let  it  is  rare,    even  in  the 
socialized  medical  systems  of  Eastern  Europe,  when  consumers 
do  not  incur  some  financial  costs,   albeit  nominal  or  tcKen 
ones  (Kaser,  1976). 

On  the  supply  side  of  state-controlled  medical  systems, 
salaried  practitioners  who,  like  management  personnel,   aay 
be  less  cost-conscious   than  ether  personnel  who   work  on  a 
fee-f or-service  basis.   Practitioners   in  state  emplcysect 
supposedly   behave   more   altruistically   than   their 
counterparts  in  the  private  sector.*  Although   the  state 
frequently  becomes   the  principal   guarantor  of   providing 
accessible  health  care,   thoughtful   discussion  about  which 
medical  system  creates  the   most  competition   will  likely 


»  For  an   elaboration  of  this   pcint,   see   Navarro,   V. 
Hedicine  Dnder  Capitalism,  Croon  Helm,  London,  1976-   Cne 
of  Navarro's  arguaients   is  that  the  whole   basis  for  the 
capitalist  state's  existence  is   to  service  the  diswelfare 
that  the  means  of  production  creates.  In  the  Chilean  case, 
however,   it   is  noteworthy   that  Navarro   gives  little 
attention  to  the  performance  of  public-sector  medical  care 
under  the  governments  prior  tc   that  of  Salvador  Allende, 
Ihis  is  a  conspicuous  oversight   by  one  known   fcr  fcis 
historical  perspective  in  health  services  research-   This 
and  similar  points  have  been  made  in  a  recent  review.   See 
Beidy,   Angela.    Marxist  functionalism  in  medicine:  A 
critique  of  the   works  of  Vicente  Navarro   on  health  and 
medicine,   Soc.  Sci.  Med.    IS,  897-910,  1984;  especially 
fp.  907-909. 
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contiuae  for  some  tine.   Vhen  the  state  pxovides  a  service, 

the  Pareto  notion  of  optioality   (claiiaing  that  net  gains  in 

human  welfare  are  attained  only   when  everyone  is  tetter  cff 

or  no  one  is  worse  cff),  although  an  adnirable  goal  (Cstrcm, 

1977),   is  difficult  to  reach  when  governnents  change  hards 

or  succunb  to  political  and  electoral  fiessuce. 

Health  care   and  social   security  prograus   in  latin 

America   have  developed   principally   along  these   lines: 

political  favoritisB   has  produced  a  layer   of  duplicative 

programs  that   have  accentuated   social  class   differences 

(Foxley,  1979;  Hesa-Lago,  1978).    These  programs,  ocrecver, 

are  geared  to  satisfy  certain  groups  such  as  unions,   state 

employees,  or  the  armed  forces.   Developed  countries  are  cot 

exempt  from  the  protlem  cf  political  favoritism  either.   In 

their  analysis  of  the  Italian  case,  for  example,   Paustc  and 

leccisotti  observe  that 

government  intervention   in  the  health   sector  is 
not  valued  by  its  output,    tut  according  to  the 
inputs  employed   thus  leaving  ample  room   for  the 
politicians*  " discretion"  in   determining  what  to 
produce  and  how-  (1981,  p.  39) 

Private  ownership  and  financing  cf   medical  care  in  its 

purest  form  is  rare  even  in  the  U.S.,  the  largest  fcr-prcfit 

medical  market  in  the  world.   Gcvernment  intervention  there 

ranges   from  Certif icate-Cf-Need  reviews,   Kedicare   and 

Medicaid  subsidies,   and  tarriers  to  entry  such  as  licensing 

and  drug  regulation.   That  nearly  40  percent  of  the  revenues 

in  the  U.S.    health  care  system  are   derived  from  public 
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subsidy  suggests  that  it  is   not  a  pure  laissez-faire  systea 

(Gibson,  1980). 

A  number   of  characteristics  typify  the   miKed  medical 
aarketplace  that  tends   to  fall  under  the   "private  nedical 
system"  rubric.   First,   certain  types  of  private  and  fcr- 
profit   aedical   systems  such   as   Health   Haintenance 
Organizations  (HHOs)   induce  greater  competition  which,   in 
turn,   can  reduce  certain  medical  ccsts.   The  cost  savings 
that  result  provide  greater  accessibility  and   an  iBprcved 
health  status  for  users  than  those  outside  of  the  BHC  systes 

(Homer,  1982;  Enthoven,  1S81) - 

A  vexing  problem,  however,   remains;   on  the  one  hand, 
medical  practitioners  often  invest  in  capital  eguiptnent  that 
raises  operational  costs.  On  the  ether  hand,  these  ccsts  aay 
prevent   any  savings   (derived  frcm   ccmpetition  in   the 
marketplace)  from  being  passed  on  to  the  consumer.    Second, 
the  private  medical  market  model   dees  not  discriminate  ifith 
regard  to  age,  sex,   or  race.   Cnly  purchasing  power,   as 
measured  by   direct  out-of-pocket   payments  or  ccimercial 
insurance  carriers,   determines  access  to  medical  care  (Aday 
and  Andersen,   1975).    In  the  D.£. ,   fcr  instance,   the 
"medical  market"   generally  refers   to  the   private  health 
insurance  market  (Beilly  and  Fuhr,  1983).   Third,   private 
market  managers  and  entrepreneurs  are   able  to  adjust  prices 
and  have  more   freedom  in  emflcynent  practices   than  their 
counterparts  in  the  public   sector.    Fourth,   the  private 
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sector  maj  face  higher  start-up  ccsts  that  public  operations 

overcone  more  readily  (Furst,  198  1).    Private  pract itiorers 

nay  procure   capital  at  costlier   rates  but   they  allocate 

funds  nith  fewer  restrictions  than  the  public  sector. 

One  final  aspect  to  note   about  the   private  medical 

sector  is  its  aJaility   to  adjust   prices  and   engage  in 

marketing  with  relatively  few  restricticns.   It  is  precisely 

the  versatile   nature  of  private   medical  operations — their 

ability  to  charge  according  to  what   the  isarket  will  bear  — 

that  sets  them  apart  from  the  public  system.   As  Ecitiierefane 

and  Prey  have  aptly  noted: 

Theoretical   reasoning  alone   cannot  settle   the 
dispute  of  whether  public  cr  private  production  is 
■ore  efficient-  (1979,  227) 

The  strengths  and   weaknesses  of  each  system   acquire  ouch 

more  meaning   when  applied  to   a  specific   geographic  and 

political  setting  which  the  following  sections  address. 

Public  Health  Policy  in  Chile : _19 J S-J 97 9 
The  European  programs  that   increasingly  favored  public 
financing   of  health  care  and   social  security    clearly 
influenced  Chile  and  the  Southern  Ccne^  nations*  progress  in 
this  area.   Program  organization  and  philosophy  set  forth  in 
Germany   under  Chancellor  Bismaik   in   the  1880s   were 


2  The  term  "Southern  Cone"   encoupasses  the  southern  portion 
of  South  America  and  is  also   sometimes  referred  to  as  the 
"ABC   countries."  These   naticns   refer  to   Argentina, 
southern  Brazil  and  Chile.   To  this  functional  region  cust 
be  added  Uruguay. 
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precedents  (Arroba,  1979;   Boemec,   1964).    ibat  has  t€€Q 
described  by  Sigerist  (1947)    as  Eisnark's  attempt  tc 
undermine  the  encroachaent  of   sccialisa  in  Europe  developed 
into  a  labyrinth  of  state  social   programs  in  Europe  and  the 
Southern  Cone.   Tbroaghcat  the  present  century,  the  public 
sector  in  Chile   has  provided  the  greatest   inpetus  in  the 
financing  and  delivery  of  health  care.   In  fact,  the  Chilean 
governaent  is  one  of  the  oldest  public  financiers  of  nedical 
care  in  the  Bestern  Heaisphere,   dating  tack   to  a  social 
security  and  pension  program  for  public  railroad  workers  in 
1918.    Like  the  developed  industrial  ccuntiies  of  iestern 
Europe,  the  strongest  trade  unions  in  Chile  also  pressed  for 
illness  insurance   prograas  fcr   union  aeabers  and  their 
dependents.    By  1925,  the  Chilean  government  had  developed 
child  and  infant  milk  distribution   programs,  disability 
coapensation,  and  old-age  pensions  (Eomero,  1977). 

In  Chile,   ideas   abcnt  social  equality  led   tc  the 
passage  of  two  major  health  insurance  laws   in  1938,   the 
Workers  Insurance  Law  and  the  Preventive  Medicine  las  (law 
Decree   6174).    These   two  laws   provided  medical   and 
retirement  benefits  tc  both  public  and  private  workers.  ;>lso 
created  in  that  same   year  was  what   was  to   become  the 
nation's  largest  non-indigent  medical   program,   SEEf!EKfl 
(National  Employees*  Hedical  Program)  (Bomero,  1977). 

Government  participation  in  health   care  financing  and 
delivery  in  Chile  had  steadily   progressed  during  th€  194Cs 
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so  as  to  warrant  the   creation  of  a  central,   coordinating 
agency  in  1952,  the  National  Health  Service  (SNS)   ir  1952. 
The  pertinent  legislation.  Law  Decree  10,383,   was  passed  in 
an  election  year,   responding  to  perceived  voters*  demands. 
This  is  a   point  that  many  cite  as  a   justification  for  tbe 
presence  o£  an  aatboritarian   gcvecnment  today.    Unlike 
civilian  governoents,   authoritarian  governaients  are  atle  to 
articulate  health  pclicy  without  tending  to  political  action 
groups  that  require  special  concessions  (Bakim  and  Solinaco, 
1978;  Caviedes,  198«4;  1979;  Hall  and  Diaz,  1971).    Ihe  SKS 
was  to  coordinate  aore   than  fifty   health  and   medical 
programs  that   operated  without  central   adisinistratioc  and 
service  coordination.    Cost  welfare   boards  and   private 
charity  organizations  (jnntas  de  tenet  ice  ncia)   supported  ty 
the  Catholic  Church  also  fell  under   state  administraticn 
(Goic,  1979).    However,  aany  public  and  private  workers  who 
belonged   to  pension   and  medical   groups  called   ca jag 
continued  with  their  plans,   and  aany  of  then  still  operate 
today.   In  keeping  with  a  well-defined  trend  among  developed 
countries  throughout  the  century,    the  Chilean  health  care 
systea  evolved   into  a   high  degree   of  organization   and 
bureaucracy   in   order   tc   control   cost   while   also 
decentralizing  service  delivery  (Besa-lago,  1S78).   Fowever, 
highly   structured  bureaucracies   are  not   unique  to   the 
developed  realm  (Anderson,  1972).   Dgalde  (1978)  traced  tie 
development  of   health  care  delivery  in   two  authoritarian 
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nations  (Iran   and  Colonbia)   and  concluded   that  prcgras 
fcagnentation   in  those   settings  lead   tc  poor   service 
delivery- 
State  financing  and  delivery  of   oedical  care  in  Chile 
reached   its  zenith   during  the  years   of  the   Allende 
government  (1970-73).    But  after  his  fall,  the  state's  rcle 
in  health  care  delivery  took  a  different   course  with  the 
introduction  of   incentives  for  the  privatization   of  scne 
state  functions.    In  response   tc  the   bureaucratic  maze 
created  by  oore  than  fifty-five  social   welfare  prograns, 
thirty-one  programs   for  the   elderly,   and   thirty-tive 
separate  curative  care  systens,   the  Chilean  government  cnce 
again  reorganized  health  services  in   tie  late  1970s-    ihe 
SNS  was   rearranged  into   the  S.N.S.S.    (llational  Health 
Service  System),    in  1979,    and  SEBMENA   became  FO^ASA 
(National  Sealth  Fund)   under  the  mandate  of  law  Decree  2763 
(Figure  1).   The  main  feature  of  this  rearrangement  was  that 
instead  of  allocating  budgets  to  health  districts,   S.N.S.S. 
budgets  were  to   be  partially  based  on   a  capitation  basis 
paid  to  health  service   districts  (twenty-seven  nationwide). 
Capitation  charges  are  new  mcnitcred  by  a  new  fee  called  FAP 
(f actura  de  atencion  prestada)   and  help  to  allocate  budgets 
according  to   utilization  of   medical  services   instead  cf 
direct  allocations  that   do  not  adjust  for   consunption  cf 
medical  goods  and  services  (Hinisteric  de  Salud,  1982). 
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Figure  1:   Stiucture  of  Chilean  Kealth  System 


Scarce:   Modified  greatly   after  Haignere 
(1982,  figures  3  and  ^)  - 
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Changes  in  Health  Care  Fiaancing  in  Chicle  in  the  1980s 
Health  care   financitg  in  Chile   in  the  1980s   can  te 
divided   into  four   types  of   arrangeaents  according   to 
socioeconomic  criteria  (Table  2).    The  upper  sociceconcnic 
strata  seek   private  care  exclusively   frcn  sclo   or  gtcup 
practices.   Both  ambulatory  and  hospital  care  are  delivered 
by  private  providers,     Ihe  upper  segments  ct   the  liddle 
classes  seek  care  from   HHO-like  ISflPBEs  (Provisional  Health 
Institutes)   or  private  medical   centers.    fiiddle  income 
groups  are  treated  predominately  ty  the  National  Bealtb  fund 
(FONASA)   and   pay  at   least  50  percent   of  the   cost  cf 
ambulatory  and   hospital  care.    Indigent   and  low-income 
workers  (obreros)    receive  care  frcm  the   Rational  Health 
Service  System  without  charge. 

Transfer  of  Clinics  From  National  tc  County  level 

Several  aspects   of  state-financed   health  care   have 
changed  in  the  1980s.    One  change,  stipulated  ty  Law  Eecree 
3060,   has  been  the  transfer  of  a  small   number  cf  public 
health  clinics  and  rural  health  stations   (pcstas  rurales) 
from   S. 8.S.S.   management   to  county-level   (municif ic) 
administratioa   (Binisterlo   de  Salud,    1982).    This 
administrative   transfer   (or  "monicipalizaticn"   in   its 
anglicized  form)  purports  to  give  municipal  authorities  mere 
autonomy  in  clinic  management.    An  innovative  idea,   this 
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TABLE    2 

Sources  of    nedical  Care   Financing   in   Chile    by    Inccisc 

Lewel,    c-    1982 
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10      5,480         16.3 


profes- 
sionals, 
high-level 
govt,    wrks., 
mid-level 
macgst.. 


priv-    med- 
centers, 
ISAEBEs 
(Provi- 
sional 
Health 
Institutes) 
priv-    in- 
surance 


H 


grad- 
uated 
scale; 
at   leasi 

50-70Sf 


-I 


0 
P 
P 

E 
B 


10    14,230         42.4 


profes- 
sionals, 
high-level 
technical, 
entrepreneurs 


priv,  med- 
centers, 
priv.  solo 
physicians 


nearly 
1G0JI 


(1)  Deternined  by  the  author;  (2)  Calculated  at  39 
pesos  to  the  U.S.  dollar.  Source:  Biveros  (1983); 
(3)  Source:  Hartinez  and  Tircni  (1982,  22). 


— H 


3  3 
transfer  is   thought  to   be  aoce   cost  effective   because 
clinics  are  reiabursed  oo  a   cavitation  tasis   that  pa^s 
slightly  aore   than  reiafcorseaents  in   S-N.  S«S-   clinics- 
Hanicipalities  adainister   clinics  £oi  fiire   years,   after 
vhich  tiae  contracts   can  be  reneved.    lo   ensure  gualit; 
care,   only  aediua-sized  facilities  vith  service  populations 
of  1)0,000   or  less  can   participate  so  that   urban  service 
districts  are  more  aanageable  in   the  neu  picgram  (Giacoci, 
1982)  . 

Governaent   authorities   bas€   the   nunicipalization 
prograa  on  tiro  noticns:   adainistrative  decentralization  and 
efficiency.   The  foraer  recognizes  that  local  goveroBent  is 
an  interaediate  organization  that  is   effective  in  prctlen- 
solving  b^;ause   aunicipal  officials  "know  the  demands  and 
preferences  of  the  people."  (Binisterio  de  Salud,  1982,  p  3) 
Hhen  the  aunicipalizatioo  prcgrai  came   en  line  in  1981  and 
1982,   they  were  guaranteed  a  ainimua  reinbursevent  for  €acb 
aedical  consultation   provided.   Again,   this   scbese  was 
devised  to  ensure  fiscal  support   cnl;  for   medical  care 
delivered  and  thereby  avoided   the  coaplicated  procedure  of 
projecting  needs   based  en   historical  utilization   data. 
However,   with  all  curative  care   guaranteed  by  the  State, 
soae   clinic  directors   broadened  the   scope  of   prisar; 
curative  care  to   boost  revenues.    In  soae   cases  it  was 
reported  that   clinic  personnel  visited   eleaentarj  schools 
and  gave  vaccinations  or  checked  for  oral  hygiene-   Curative 
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care  charges  were  then  applied  en  masse.   Other  cases  shewed 
that  clinics   reoained  open   in  the   evenings  tc   tap  the 
vorking-adult  oariiet.   CooiiBunity  residents   in  small  tcuns 
coald  visit  the  clinic   in  the  evening  and   receive  blood- 
pressure  checks.  This  twc-minute  procedure  received  tte  saae 
capitated  reimbursement  from   the  State  as  a   tuentj  minute 
■edical  consultation.   In  light  of  these  abuses   and  the 
difficulties   in   differentiating  betneen   curative   and 
preventive  care«   the  Ministry  of  Health  placed  ceilings  en 
the  number  of  treatments  that  gualif;   for  reimburseiEent. 
Before  the  end  of  the  first  year  of  operation,   refcrns  were 
enacted  to  curtail  runaway  costs   (Perscnal  coomunicaticn, 
Servicio  Hetropolitanc   Salud  Hctte,    21  June,    1984). 
Subseguently,  a  number  of  directors  of  municipalized  clinics 
expressed   ouch  unwillingness   tc   cenew  contracts   with 
national  authorities  (Personal  communication,   Cirectcrs  cf 
municipalized  primary  care  facilities,   April-July,   ISSJi). 
The   fixed  reimbursement  ceilings  limited   profit-making 
capabilities,   which  in  turn  reduced  capital  investment  and 
staff  increases  that  clinic  directors  expected. 

Bunicipal  authorities   have  expressed   interest   in 
assuming  clinic  management   only  in  the  best   orgaDi2ed  and 
staffed  clinics.    The  health   district  in   southeastern 
metropolitan   Santiago   (comprised    cf    Icw-incoae 
neighborhoods) ,  for  example,  has  had  no  offers,  nor  are  such 
offers  forthcoming  (Perscnal  ccBiunication,   Servicio  Salud 
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Suroriente,   July,   ISSti).   High-incoae   districts  in  the 
northeastern  aunicifality  of  las  Condes,  however,   have  had 
greater  success   in  this   venture-    Given  the  capital- 
generating  potential   that  existed  (although  lunds   vent  to 
hiring  staff  and  buying  eguifaent),   there  is  susficion  that 
the   long-range  program  goal  is   not   aerely  to   shift 
aanageaent  of  health  facilities  to   aocther  layer  of  public 
bureaucracy,   but  to  set  the  stage  so  that  private  aedical 
firms  eventually  cat  manage  these   facilities  (Jimenez  de  la 
Jara,    1982a).     Ihere   is  no   evidence   that   the 
"municipalization"  program   will  change  the   efficiency  cf 
daily  clinic   operations.    A  more   credible  justification 
suggests  that  private   aanageaent  will  take  ccntrcl   in  the 
long-run,  an  idea  alluded  to  in  a  policy  statement  issued  ky 
the  Hinistry  of   Health  tvo  acnths  after   the  1973  silitacy 
intervention  (Spoerer,  19*73). 

Hew  Fee  Schedules  and  Health  Care  Financing  Agency 

Ihe  difficulties  in  establishing  out-patient  charges  in 
developing  countries  have  been  susaed   up  well  by  Eoland  and 
loung   (1983),   who   state  that   real   costs  cannot   be 
identified;   only  "corresponding  costs"   can  fce  derived  fcr 
the  purpose  of  estinating   medical  charges-    A  fcraidatle 
change  in  health  care  financing  resulted  with  the  transition 
from  SEBHEHA  to  FONASA-   In  April,  1983,  new  price  schedules 
for  ambulatory   and  hospital  care  were   instituted.    like 
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SEBHENA,   FOHASA   delivers  curative  care  to   middle  inccae 
groups  (eapleados)   but  allows  ccnsumers   to  select  frcf  a 
greater  nuaber   of  providers  from   the  public   and  private 
sectors  than  did   SIRBEHA-    SEEBENA  was  susceptible   tc  a 
number   of  abuses   that   vere   corrected  under  FCNASA. 
Physicians  could,   for  example,   overcharge  patients  (at  cc 
expense  to  themselves  or  patients)   bj  simplj  filling  out  a 
voucher  and  later   redeeming  it:   an  abuse   that  has  leco 
recognized  even   by  the  Chilean  Medical   Society  (Cplegic 
Hedico)   (Entrevista  con  el  Dr.   luis  Gonzales,   27  darch 
1983).   Also,  under  SEBflBSA  patients  did  not  haue  to  present 
identification  to  a  third  party   before  receiving  a  voucher. 
Thus,   it  vas  easy  for   non-members  to  gain  illegal  access 
into  the  SEBHENA   medical  system  even  though   vouchers  were 
purchased  (Ochoa,  1978).   To  avoid  these  abuses  that  plagued 
SEBHESA,  FONASA  patients  now  present  identification  to  third 
parties  (bank  tellers  or  FOHASA  clerks)   and  pay  for  a  part 
of  the  voucher  before  service  is  rendered. 

FONASA  is  divided  into  three  levels  of  care  into  which 
both  consumers  and  providers  (physicians,  midwives,  physical 
therapists,  nurses,   medical  technologists,   laboratories) 
freely  enroll.    There  should  be   no  clinical  difference  in 
medical  care  among  these  levels,   but  younger  pbysiciars, 
general  practitioners,   and  non-specialists  are  concentrated 
in  Level  One,  while  experienced  specialists  are  concentrated 
in  Level  Three.    This  tri-level  system,  with  its  cpticn  to 
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select  a  specific  provider  and  level  of  care,  is  seen  as  the 
main  attribute  of   the  "tree  election  sjsteni"   (sis  tea  a  d€ 
libre  eleccion) .    At   each  level  of  care   the  governnent 
contributes  250   pesos  (about  $3.00)   per   voucher-    For 
example,   in  1983  a  Level  One   voucher  cost  the  patient  250 
pesos.   Level  Tvo  cost  500  pesos  ($6.00),   and  Level  Three 
cost  750  pesos ($9.00) .    Patients  purchase  a  combinaticc  cf 
vouchers  (depending  on  the  service)    and  turn  thei  ever  to 
the  medical  practitioner  upon  delivery  cf  service-   In  ether 
words,  the  new  FONASA  fee  schedules   translate  into  a  state- 
subsidized  curative  care  system  cf  50,   33,   and  25  percent 
for  the  three  respective  levels   cf  care.    The  gcvernBent 
contends  that 

this  differentiation  of  levels  allows   users  to 
select  the  health  care   professional  according  to 
their  budget  and  preferences-   (CDEPIAN,  1983,  p- 
79;  author's  translation) 

A  variety  of  public  financing   schemes  exist  tc  earmark 

funds  for  health  care  financing  in  other   countries-   Ic 

Canada,   for  example,   a  special  sales  tax  helps  tc  finance 

hospitalization  costs.   Brazil  uses  tariffs  on  agricultural 

exports  to  finance  rural  health  services  (Hach,  1978).    All 

working  Chileans  other  than  laborers  must  remit  6  percent  of 

their  wages   to  FONASA  or  other   government-approved  health 

system  by  means  of  payroll  deduction-  In  addition,  they  lust 

pay  for  specific  curative  and  therapeutic  charges-  Mandatory 

payroll  deduction  rates   rose  frcB  U  percent  in   1981  tc  5 

percent  in  January  1983-    Host  recently,  six  percent  cf  all 
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«ages  and  salaries  have  been  directed  to  a  corative  oedical 
care  system  of  the  consuoer's  choice-   The  d€ter«inatioE  of 
the  new  six  percent  health  care  withhclding  (cotizacicn)  has 
not  as  yet  been  disclosed   publicly  {Eerscnal  coniiBunicaticn, 
FOSASA  otficials,  October,   1983) ,   and  to  those  seeking  to 
understand  the  financial  workings  of  the  delivery  sy£teoi,  it 
appears  to  be  an  arbitrary  decision.   Ihere  is  good  reason 
to  suspect  that  the  increase   is  an  austerity   aeasure  to 
confront  the  fiscal  crisis  and   to  neet  the  foreign  dett 
payments:  Chile  has  the  second   highest  per  capita  deht  in 
Latin  America,   following   cll-rich  Venezuela.'  Though 
evidence  on  curative  medical  care  financing  around  the  wcild 
indicates  that  partial  payment  enhances  the  credibility  of 
public  medical  services  among  users  {Kohn  and  Hhite,   1S76), 
the  FONASA  price  hikes  are  not  token  costs  for  ccnsuners. 
Real  wages  in  Chile  fell  by   15  percent  over  the  past  decade 
{Cortazar,  1983).   Furthermore,   the  severity  of  the  price 
hikes  was  measured  by  the  National  Statistics  Institute  at 
134.8  |>ercent  in  the  last  guarter  of   1983:    the  second 
highest  increase  of  317  iteas  that  comprise   the  Consumer 
Price  Index  (IPC)   (Alzas  superiores  al  H0%   en  30  prcductcs 


3  Per  capita  national  debt  figures  derived  for  the  leading 
debtor  nations  in  Latin  America  are  (in  $Q.S.):  Venezuela, 
$1,738;   Chile,  J1,507;   Argentina,  $1,37t|;   Costa  Bica, 
$1,235;  and  Mexico,  $1,132.   Pcpulaticn  data  for  computing 
per  capita  debt   are  taken  from  Boletin   Eemoj^rafico  16, 
CELADE  (Latin  American  Demographic  Center),  Santiago,   p. 
2,  1983.   Foreign  debt  totals  coBe  frcu  preliminary  1963 
figures  in   Sintesis  Preliminar   de  la  Economia 
Latinoamericana  durante  1983,   Santiago:   Dnited  Nations 
Economic  Council,  p.  4*1,  1984. 
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del  IPC,  9  October  1983). 

Beyond  the  nonative  scheme  of   the  FONASA  progran  is  a 
very  different  record  of  satisfying  consnier  needs.   A  1983 
survey  of  2,820  persons  in  Greater  Santiago,   andertaken  ty 
researchers  from  the  University  of   Chile's  School  of  Public 
Health  and  Gallup  Chile^  Inc.,   ranked  four  types  of  private 
aedical  care  (private  clinics,    pre-paid  group  practices, 
private  individual   practices,   care   given  ty  friend  or 
family)  and  four  types  of  public  nedical  care  (arnied  forces' 
prograas,   S.N.S.S.,   FOHASA,   and  ether  public  prograns) 
(Hedina,  n.d. ).    Ihis  ranking  was  based  on  the  utilization 
of   aedical   care   for  acute   and   chronic   conditions, 
hospitalization,  check-ufs,   and  dental  care.   FOKASA  users 
had  the  lovest  average  utilization  rates  aaong   the  eight 
systems  studied  for  the  five  types  of  care.   Furtheracre,  it 
vas  found   that  FONASA   users  had  the  highest   rate  (39 
percent)   of  non-utilization  for   acute  care  needs  (Hedina, 
n.d.).    These  findings   suggest  that  as  a   middle  ircciie 
group,   FOHASA  patients  have  incurred  the  greatest  relative 
costs  among  all  health   ccnsuaer  groups,   thereby  reducing 
aedical  demand  to  the  lowest  levels  in  the  nation. 

A  major   preaise  of  the  FCSASA  prcgram  is   that  the 
technical  competence  of   curative  care  is  identical   ic  all 
three  levels:   only  the  aaenities   such  as  office  or  clinic 
setting,   waiting  tiae  and  physician  specialty  should  vaiy- 
To  date,  however,  no  study  has  investigated  the  waiting  time 
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aoong  FCNASA  patieDts   noz  their  satlsiaction  witii   tb€  xew 
systen-* 

Supply  and  deaand  forces  in   the  new  FONASA  hiecaccby, 
as  oeasured  by  the  proportion   c±  physicians  and  patients  in 
each  level  of  care,    have  yet   to  reach   a  state   cf 
equllibriuffi.    Table   3   shovs  that    level  I   (the  least 
expensive  level  of  care)   patients  have  the  least  access  to 
physicians  while  Level   Three  patients   enjoy  the   lost 
favorable  physician-to-populaticn  ratio-     Ehysiciacs  are 
clearly  nore  attracted  to  the  higher  levels  of  care,   uhile 
Bost  patients  opt  for  the  least  expensive  care. 

A  breakdown  of  inccae  sources  during  the  first  three 
years  of  FOHASA  operations  is  presented  in  figure  2.  Ciiect 
fiscal  support  to  FCNASA  has  fallen  alaost  at  the  saae  rate 
as  the  sales  of  medical  vouchers  have  increased.  Ibis 
trade-off  between  fiscal  support  and  cut-of-pocket  pajuents 
expresses  the  aims  and  philosophy  of  the  social  develcpsent 
model  of  the  present  Chilean  governmect. 


*   Ihe  ninistry  of  Health  in  Chile  has  stated  to  the  press  on 
numerous  occassions   that  a   aajor  survey   cf  users   cf 
public-sector  medical  programs  was  carried  out  in  1983,  Ic 
the  author's  knowledge,   however,   the  survey  design  and 
printed  findings  have  not  been  disclosed.   The  author  was 
denied  a  copy  of  the  survey  results,  cne  cf  two  occassicns 
that  reguests  for  information  from  a  public   agency  were 
turned  down  in  ^^   months  of  fieldwork. 
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TABLE  3 

Physician  Inscription  and  Patient  Utilization  cf 
FONASA   ty  Level  cf  Care,  Chile,  1983 


Physicians       Patients  Attended 
(A)  (E) 


Level  of    Number  %  Mninber      %  1:B/A 

Care 


One 

2839 

36.3 

Two 

3440 

44.0 

Three 

1543 

19.8 

1,552,055    48.6   1:547 

1,324,145    41.5   1:385 

319,948    10,1   1:20T 


Sources:  Physician  data  from  "Eirectorio  por  protesicE 
hasta  17:00  horas  del  10-09-83,"  unpublished  data,  Sep- 
tember 9,  1983,  Maticnal  Health  Fund  (FONASA) ,  Ceparta- 
Biento  de  Operacicnes;  Patient  data  from  "Frecuencia  s€gun 
cantidad,  horaric,  e  item."  nc  date,  FCNASA,  Santiago. 


J 


Pension  Fond  Agencies  (AFPs) 

Chileans   that  do  not   place   their  monthly   sage 
deductions  in  prepaid  medical  group  practices  or  FONASA  can 
elect  state-guaranteed  private  pension  fund  schemes  (flFEs, 
Administradoras  de  Fondos  de  Jension).   Since  1981,  the  AFPs 
have  accepted  monthly  wage  deductions  and  interest  accrues 
on  unused  capital.    In  1984  the  government  approved  a  plan 
that  would  allow  AFEs  (about  12)    to  invest  their  funds  in 
public  firms  as  risk  capital.    If  this  venture  proves  tc  te 
profitable,  in  several  years  the  AFEs  will  te  able  tc  invest 
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Figure  2:   Sources  of  FOHASA  Operating  Budget 


Data  source;   Balances  EresupuestaLios  al 
31  de   Eicieatre  de   1962-1983,   FCKAEA 
{Rational  Health  fund),  Santiago- 
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their   clients'  funds   in  private   firas.s  According   to 
governiBent  officials,   profits  generated  froa  AFP  investuent 
will  be  high,  but  there  is  gccd  reason  for  skepticisi.    Ibe 
Novefflber,  1981  collapse  of  the  shcrt-lived  (1977-81)  Chilean 
"econoBic  miracle"   and  the   high  per-capita   foreign  debt 
suggest  that  the  state  is  searching  fcr   scarce  capital  in 
the  aftermath   of  a  major  monetarist   failure.    Ireasur; 
officials  {qinisterlo  ^e   Hacienda)   have  privately  expressed 
doubts  that  the  government  would  te  able  to  insure  fcllj  the 
AFPs   should  they    default   (Personal   coamanicatico, 
Departamento  de  Hacienda,  1984). 

Tghe  Production  of  Health  Care  in  Chile 
Ihe  turn   to  a   market-oriected  eccncmy   has  trcucht 
marked  changes  in  hcv   the  S.N.S.S.  budget  is  allocated.   Ihe 
S.M.S.S.   delivers  its  medical  care  to  most  Chileans,   the 
blue-collar  workers   and  indigents   of  the   country.    As 
mentioned  earlier,    about  58   percent  of   the  populatioc 
receives  ambulatory  or  hospital  care   from  the  S. K.S.S.   in 
1977,  and  about  50  percent  in  1983-    Implicit  in  the  shift 
away  from  state   financing  of  health  care   services  is  the 
notion  that  increased  health  care   budgets  (inputs)   do  cot 
necessarily  bring   about  concomitant   improvements  in   the 
health  status  of  the  population  (outputs).     In  fact. 


'  See  various  editions   of  the  Santiago  daily   newspaper  Jl 
Hercurio,   especially  the  "Economics  and  Business"  section 
Economia  jr  Heqocics,  April  1,  3,  11,  and  18,  1984. 
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pressare   groups  in   Chile  have      histcricalli  argued   the 
opposite:    nore  resources  yield   better  health  (Baczyuski, 
1982;  Hesa-Lago,  1978;  Ochoa,  1978) -    The  major  changes  in 
the  allocation   of  resources   to  the   aain  putlic   health 
delivery  system  in  Chile,  the  S.N.S.S,,  are  outlined  in  this 
section.    This  is  the  first  analysis,   to  the  knowledge  cf 
the  author,   o£   incooe  stateaent  account  trends   for  the 
1962-83  period- 

In  line  «ith  a  subsidiary  rcle   in  the  delivery  of  all 
goods  and   services  in  the   public  sector,    the  S.N.S.S. 
replaced  the  aain  supplies  purchasing  organism,   the  Central 
de  Atastecimiento  (Central  Supply   Rarehcuse)  ,   as  the  only 
purchaser  for  public  nedical  systems.   Free-aarlcet  econoaics 
dictate   that   more   suppliers  of   nedical   care   iteas 
(Dedications,  medical  eguipment,  beds,   etc.)   drive  costs 
down.   Figure  3  illustrates  the  relative  decline  in  (harsacy 
and  prothesis  items   purchased  by  the  S.N.S.S.    fron  the 
Central  Supply  Warehouse.    Since  1974,  private  whclesalers 
have  been   able  to  cffer  some   Icwer  cost  items   to  public 
hospitals  and  public  clinics.     Ihis  policy  change  reacved 
the  Central  Supply   Warehouse  from  a  virtual   moncpol^  (E9 
percent  in   1975)   to  a  supplier  of  only  40   percent  cf 
pharmacy  and  prothesis  items  in   1983-    The  Central  Supply 
Warehouse  now  sells  tc  the   private  sector  and  has  increased 
its  total  sales  to  the  private  sector  fron  roughly  5  percent 
between  197«»-79  to  14  percent  for  the  1980-83  period.   Ey 
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opening  itself  up  to  pri^Jate  suppliers,   the  S.N.S.S.   lias 
also   purchased  ooie  frcn   nultlcaticnal   manufacturers. 
Imports  of   foreign  manufactured  medications   and  prctheses 
increased  from  about  30  percent   to  40  percent  betneen  1979 
and  1983  (Lagos,  1984), 

Since  1962,   when  detailed  iBccae  statements  came  into 
use,   the  sale  of  gcods   and  services  has  never  contributed 
more  than   10  percent  to  the  S.K.S.S.    operating  tudget 
(Figure  4).     Within  that  10  percent   iiargin,   however, 
revenues  have  climbed   and  fallen  according  to   the  health 
policies  of   four  administrations.    Ihis   item  increased 
markedly  under   the  conservative   government   of   Jorge 
Alesandri  (1958~6'4)    and  during  the   early  years   of  the 
liberal  Christian   Cemocratic  government   of  Eduardc   Erei 
(1964-70).    Subsequently,  the  Pinochet  governaient  increased 
revenues  (i.e.,  charges  to  consumers)  from  medical  care;  tut 
again,   within  the  10  percent  margin  that  characterizes  the 
twenty-one  year  period. 

A  breakdown  of  revenues  derived  from  tctal  goods  and 
services  within  the  S.Ii.S.S.  is  presented  in  Figure  5- 
Despite  a  short  period  of  data  unavailabilit j  from  1967-69 
(due  to  a  change  in  accounting  procedures  specified  ty  the 
General  Comptroller's  Office),  three  trends  are  apparent: 
(i)  the  sale  of  medications  contributes  insignificantly  to 
revenues,  (ii)  primary  care  charges  have  supplied  less  than 
10  percent  of  all  revenues,  and  (iii)   vouchers  bought  under 
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Figure   3:      Pharmacy   and    Prothesis  Iteis  Purchased    by   Chilean 
Public      Eealth   System    froa   Central    Supply 
Warehouse 

Data   source:    Balances    del    Servicic   Naciocal    de 
Salud,     197'4-£3.      Dnputlished    data,    Departauertc 
de   Contatilidad,    Central   de    Atasteciaientc,    Jure 
198a. 
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Figure  4:   Contributicn  tc  Total  Cperating  Eudget  ty  Sales 
of  Goods   and  Services,  S»N.S.S„,  1962-83 


Data  source:  fialance  Eresupuestar io  al  31  d€ 
Diciembrt  de  1962-83.   Santiago,  haticral  Health 
Service  cf  Chile  (S-N,S-S.). 


48 
SEBHENA  (1972-80)   and  FOMASA   (1980-83)   bj  white  cellar 
middle  class   Morkeis  have  contributed   about  half   cf  all 
revenues  under  the  "goods  and  services"  rubric-    Thus,   cf 
the  10  percent  revenues  froa   goods  and  services  in  S.K.S.S. 
public  health  facilities,   about  half  of  the  revenues  (or  5 
percent  of  the  total  operating  tudget)   are   derived  ttcw 
white-collar   workers  who  opt  for   the  less   attractive 
facilities  of  the  S.N.S.S.   The  selection  of  S.N.S.S-  public 
health  facilities   by  white-collar  workers   may  be   du€  to 
geographic  proximity  to  work  or  residence,  the  attraction  of 
using  less  expensive  levels  of   care  (among  the  multi-level 
systems  of  care  that  characteri2£d  SEBHENA  and  FONASA) ,      or 
the  perception  that  the  S.N.S.S.   medical  personnel  deliver 
quality  care.    These  possibilities  will  fce   considered  in 
Chapter  IV. 

A  final  item  of  the  production  of  public  health  care  in 
Chile  is  shown  in  Figure  t.      Turning  to  the  expense  side  cf 
the  S.N.S.S.   operations,   three  items  were  considered  from 
1962-83:   personnel,  pfaariaceutical  and  prothesis,  and  real 
investment.   However,   personnel  expenses  have  been  sialler 
since  1973.    Personnel  expenditures  (salaries   and  wages) 
increased  steadily  from  1962-73,   the  years   of  populist 
governments.    Since  the  outset  cf  the  present   regime  in 
Chile,   personnel  expenses  have  consumed  about  50  percent  of 
total  expenses  (changes  in  personnel  size  will  be  discussed 
later).   Pharmacy  costs  have  nearly  doubled  since  1974;  this 
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Figure  5:   Bceakdowr  cf  Eeverues  Eeri^ed  frcir  Ictal  Gccds 
and   Services,  S.K-S.S.,  1962-66,1572-83 


Note:  Data  were  unavailable  frois  1967  tc  1S71, 

Data  source:  Ealance  Eresuf uestaric  al  31  de 
Dicienbre,  1962-83,   Santiago,  S.K.S.S- 
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is  consistent  vith  eaclier  reports  froo  both  Chileacs 
(Belmar  et  al.,  19?"?)  and  foceigc  analysts  (Kavarro,  19143) 
8ho  based  siailar  claims  on  interviews  with  health  wcrkcrs. 
Lastly,  real  investnent  (friaarily  eguifment  purchases}  has 
been  somevhat  cyclical  but  less  than  10  percent  of  all 
expenses  under  all  adoinistraticns. 

In  short,   trends  in  the  production  of  health  care  as 
indicated  by  selected  accounts  froa  incooe  stateaerts 
suggest  four  key  points.   First,    tncst  supplies  are  no* 
purchased  for  public  aedical  care  on  the  open  market.    So 
longer  does  the  Central  Supply  Saiehcuse  bay  and   sell 
exclusively  for  the  S.N.S.S.    although  comparative  prices 
froa  other  private  coapetitors  were  net  considered  here,   it 
is  assumed  that  public  health   facilities  purchase  atout  60 
percent  of  their  (1984)   supplies  from  private  distributers 
who  offer  lower  prices  than  the  Central  Supply  Harehcuse-   A 
three-fold  increase  in  the  proportion  of   medications 
purchased  from  foreign  producers  was   noted  between  1979  and 
1983  and  may,   in  the  long  run,   strengthen  the  ccaparative 
advantages  that  foreign  pharmaceutical  firms  hold   in  the 
Chilean  market.    Second,   less  than  10  percent  of  the 
S. N.S.S.   budget  has  been  derived  from  the  sale  of  goods  and 
services.   This  percentage  has  fluctuated  in  accordance  with 
the  health  policies   of  the  four  governments  in  power  from 
1962  to  1983-    These  data  are   at  variance  with  the  claim 
that  the  poor  are  contributing   significantly  to   the 
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financing  of  public  health  care  in  Chile.  Clearly^  mere  out- 
of-pocket  charges   under  the  Pinochet  governacnt   have  teen 
levied  than  during  the  Allende  period.   Currently,  however, 
the  relative  contrituticn  to  the   total  budget  is  no  greater 
than  during  the  Christian  Democratic   government  of  the  late 
1960s.    Third,   of  all  goods  and  services  scld  in  S.fi.S.S. 
facilities,  the  trend  has  been  to  receive  more  revenues  from 
users  of  the   middle-class  systems  of  SEBKEKA   (until  19T9) 
and  FONASA  (1980-present) .    Convenience   or  continuity  of 
care  may  account  for  this  crcss-cver  from  one  public  system 
to   the   S.N.S.S.   vhere  amenities   in  the   latter  (i.e., 
waiting  time,   facility  cleanliness,   crowding)   are  few. 
Finally,   personnel  expenditures  have  dropped  from  a  high  of 
68  percent  in  1972  to  roughly  55  percent  in  the  1S80s.   Ihis 
trend  is  consistent  with  both   the  retrenchment   in  total 
personnel  employment  by  the  S.N.S.S.    between  1970  and  1980 
and  the  purchase  of   more  high-technolcgy  medical  equipment. 
Ihis  latter  move   has  been  the  focus  of   much  concern  abcut 
the  concentration   cf  resources   and  capital   equipment  in 
hospitals  as  opposed  to  ambulatory   care  centers  (Jisiencz  de 
la  Jara,  1982b). 
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Expanding  Bole  of  Private  Hedical  Sector 

Free-oarket  approaches   in  the  health  care   sector  Id 
Chile,   wkile  clearly   tied  to  the  neoclassical   school  ct 
econooics,   ace  not  without  precedent  elseuhere   in  latin 
Aaecica.    Brazil   has  noved  toward  the   privatization  cl 
certain  aspects  of  its  carative  care  sjsteni  in  an  attempt  to 
spur  ccapetition  and  drive  health  costs  down.    In  1S76,  76 
percent   of  Brazil's   hospital  patients   sere  treated   in 
facilities  administered  b;  private   aacageoent.    Ey  1961, 
that  figure  reached  88  percent   (Bezeode  and  Hahar,   198 1). 
This  contractual   arrangement  in   Brazil  has   allowed  the 
private  sector   to  assume  a   greater  share  in   health  care 
delivery  while  freeing  the  public  sector  cf  seme  cost. 

Public  expenditures  in  the  Chilean  health  care  sectcr 
have  decreased  since  1971  while  private   expenditures  have 
risen  (Table  4).    Ihough  a  disaggregation  of  the  putlic  and 
private  components  is  not  readily   available,   it  is  likely 
that  a  large  part  of  the   increase  in  the  private  sector  is 
due  to  capital  purchases.     Further  refinement  of  private 
sector  expenditures  is  possible   through  a  disaggregation  of 
tax  office  data  (Servicio  de  Impuestos  Internes)  ty  facility 
type  (hospital,  clinic,  group  practice,  solo  practice),   tut 
this  information  is  not  accessible  to  the  public. 

In  keeping   with  fiscal   restraint  intended   to  avoid 
crowding  out  private  sector   investment,   greater  losses  cf 
revenue,   and  inflation,   the  Chilean  gcvernment  signed  an 
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Interoatioual  Monetary  fund  (IHP)   Stand-by   Agreei€Dt  in 
1981-   This   agreeaent  stipulates  that   the  ncn-finaECial 
fublic  sector  deficit  (net  goveruient   indebtedness  and  ncn- 
fisancial  public  enterprises)   cannot  surpass  (|.5  percent  of 
the  Gross  Domestic  Product.   It  has  been  predicted  that  the 
large  1984  fiscal  deficit,   up  from   the  1983  level  of  2.1 
percent,  will  give  rise  to  greater  public  borrowing  frcm  the 
domestic  banking  system  (Q.S.  Embassy,  Santiago,  1984). 

At  least  two  implications  can  be  dcavn  about  the  iipact 
this  borrowing  will  have  on  medical  care,   first,   the  net- 
financial  debt  will  likely  keep   fiscal  support  for  medical 
care  at   recent  levels  or  force   budget  cuts  in   order  tc 
comply  with  the  IMF  repayment  schedule.   In  ether  words,  the 
downward  trend  of  public  funding   for  health  care  (Table  4) 
will  probably  continue  while   private  investment  increases. 
Second,   and  in  support  of  this  latter  projection,   private 
medical  care  investnent  should  increase.  &    1984  D.S.  Embassy 
report  from   Santiago  reports   that  nedical   equipment  and 
instruments  are  one  of  nine   major  investment  prospects  for 
O.S.   suppliers.   Onless  consumers   new  being  attended  in 
public   health  systems   reduce  their   demand  for   medical 
services,   further  public  retrenchment  will  send  some  public 
users  to  private  providers  (0-S.  Embassy,  Santiago,  1984). 
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TABLE  4 

Aggregate  Value  cf  the  Health  Care  Sectoc, 
Chile, 1S69-80 


(in  laillions  c£  1980  pesos) 
Year    Total         Private 


Public 

Private 
% 

12,619 

53 

14,068 

4S 

10,532 

51 

9,525 

58 

8,809 

62 

10,80U 

60 

10,817 

6J 

10,618 

64 

10,764 

€6 

— ^ 


1969 

26,708 

14,089 

1970 

27,625 

13,557 

1974 

21,666 

11,134 

1975 

22,520 

12,995 

1976 

23,019 

14,210 

1977 

27,141 

16,337 

1978 

29,161 

18,344 

1979 

29,654 

10,036 

1980 

31,709 

20,945 

Sources:  Viveros-Long  (1982) ,  cited  in  Baczynski 

(1982,  75). 

Viveros-Long  uses  data  from  the  BaDcc 

Central  (Chilean  Reserve  Board)  and  private  sector 

earnings  are  taken  frca  a  national  samjle  cf  private 

hospitals,  clinics,  laboratories,  nedical  centers,  and 

physicians. 


Prepaid  Group  Practices 

A  aain  feature  of  the   Chilean  government's   plan  tc 
reduce  dependence  on  state-sponsored   oedical  care  has  been 
the  stioulation  of   prepaid  group  practices  as   outlined  ty 
Law  Decree  3626.    These  new  practices,   called  Provisional 
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Bealth  Institutes   (ISAPBEs) ,   are  sinilar  tc   the  Health 
Haintenaace  Organization  (HBOs)  in  the  Dnited  States.   EKCs* 
cost-  and   health-effectiveness  have  teen   *ell  illustrated 
(Falkson,  1981).   Chilean  ISAPREs  are  organized  and  financed 
along   a  continuuB   ranging  fron   the  closed-nodel   ENC, 
typified  in  the  United  States  by   the  Raiser  plans,   tc  the 
less  centralized  Individual  Private   Practices  (lEAs)   tbat 
enter   into  service   arrangements   with  licensed   aedical 
personnel  for  the  delivery  of   care  by  individual  providers 
on  a  fee-for-service  tasis  rather   than  a  salaried  or  group 
practice  basis  (Shouldice  and  Shouldice,  1978,  349).    Scne 
ISAPBEs  operate   as  indeanity  carriers  that   provide  claias 
and  payment  review,  marketing,   and  management,   and  assuie 
risk  for  subscribers  at  a  given   level  of  care.    Thus  in  a 
highly-structured  and   authoritarian  regime  such   as  Chile 
(Caviedes,  1984;   0»Donnell,  1978).    ISAEBEs  appear  to  te 
technical  rather  than  political   solutions  to  the  perceived 
need  for  reducing  social  spending,    a  pragmatic  vie*  that 
should  enhance  the  adoption  of  ISAPBEs  ty  tbe  public  (Store, 
1980). 

Since  the  passage   of  Lav  Decree  3626   in  Noventer  of 
1981,   employees  have   been  able  to  place   their  leandatcry 
monthly  health  care   withholdings  into  the  ISAPBE   of  their 
preference.    Subscribers  also  incur   monthly  fees   and, 
depending  on   the  level  of   coverage,   pay  a   portion  of 
curative  care  charges.    In  light  of  the  nuaber  of  payments. 
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therefore,  it  is  not  surprising  that  ISAPBEs  ar€  aarketed  to 
higher  incone  groups  who  earn  a   aonthly  salary  of  at  least 
40,000  pesos  (about  05$  500.00);   that  is  to  say,  the  upper 
guintile  of  total   «age  earners  (lable  2).    ISiFBEs  arc 
necessarily  selective,   cving  to  their  high  operating  ccsts- 
These  high-incoae  workers  have  few   dependents  and   lew 
morbidity  risks  (ISAPBES,  1981).   The  geographic  location  of 
most  ISAEBE  facilities,  practitioners,   and  consuners  in  the 
high-income  neighborhoods  of  the  Chilean  cities  of  Santiago, 
Valparaiso,   Vina  del  Bar,   and  Concepcion,   attest  to  the 
upper-income  clientele  that  ISAPBEs  seek  to  recruit. 

Although  the  performance  of  pre-paid  group  practices  in 
the  U.S.   has  been  encouraging,  the  Chilean  ISAEBEs  have  had 
less  success  than  originally  expected.    Since  their 
commencement  in  1981  until  March  19814,  cnly  17  practices  had 
captured  an  estimated  il87,0CC   beneficiaries   (365,000 
unofficially).    Furthermore,  the  three  largest  ISAPBEs  have 
consistently  held  between  60  and  70  percent  of  the  market 
share,   a  percentage  that  has  been  gradually  declining  and 
may  signal  the  emergence  c£  a  sere  competitive  marketplace 
(i.e.,   one  with  more  suppliers)   in  the  future-    ISAEBE 
growth  lags  far  behind  the   original  estimate  of  one  million 
subscribers  in  about  100  separate  practices  that  were  to  be 
operational  by  the  end  of  1983  (Entrevista  ccn  J. 11.   Crti2, 
31  August  1981;  cited  in  Jimenez,  1982a;  EONASA,  1982). 
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'She   action   taken  by   the  govecn»eDt's   Eepattnent  cf 
ISAPBE  Coordination  follovs  a  well  ceconmended  policy  ccurse 
in  that   medical  care  delivery   and  financing  in   both  the 
public  and  private  sectors  is   coordinated  by   a  central 
agency  (Hach,  1978;  Hesa-Lago,  ISTS).   In  the  Chilean  case, 
hovever,   it  appears  that  the   lEAPfiEs  are  drawing  patiects 
froffl  FCNASA   Level  Ifaree  care.    lublic   health  officials 
contend  that  low  eniollaent  in  ISAPGEs   is  due  to  the  kcild 
recession  and  the  low  price   earned  by  Chile's  chief  expert, 
copper  (Personal  conaanicaticn,   Kr,   Ernesto  Tapper,   1"? 
October  1983). 

One  caveat  for  the  lesser   developed  nations  that  have 
uncritically  adopted   foreign  technclcgy  and  organizaticn 
scheaes  is  that  programs  meet  the  specific  needs  of  adcpting 
nations  (Polgar,   1963).    A  number  of  ISAPfEs  have  sought 
consulting  services   from  mid-western   based  EHCs   of  the 
United  States  where  the  income  levels,   ethnic  coDpcsitlco, 
and   help^seeking  behavior   of  the   pcpulaticn  are   quite 
different  from  Chile,   In  a  sense,  therefore,  ISAFBEs  lay  be 
anachronistic  in  Chile.   They  deiand  expensive  premiuas  for 
women   working  in   the  home   (housewives)    who  are   cf 
reproductive  age.    Three  ISAPREs   specifically  reject  the 
enrollment  of  dependent  women  (i.e.,  not  working  outside  the 
home)  under  forty  years  cf  age.    Still  others  require  that 
all  women  certify  that  they  are  not  pregnant-    ihil€  these 
practices  might   be  culturally   acceptable  in   the  United 
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States  where  prepaid  medical   group  practices  have  evolved, 
they  go  against  a  very  long  traditicD  in  Chile  where  nedical 
systems  have    been  recognized   internaticnally  for   their 
amfle  provision   of  aaternity  health  care   prograas  (Heza, 
1984).    Traditional   womens*  health  care   frcgrauis  helped 
place  Chile  among  those  nations   with  the  highest  percentage 
of  female  labor  force  participation  in  the   formal  sector 
(Covarrubias  and  Franco,  1978). 

Administrative  Eeform  and  Health  Eolicy  C _elib_eraticn 

lo  the  detriment   of  health  policy  in   Chile  there  has 

not  been  an  open  debate  cr   the  refcrms  enacted  in  the  last 

few  years.   Experience  in  Israel,  fcr  example,   a  highlj 

politicized  nation  like  Chile,   shows  that  public  debate  on 

issues  of  medical  care  and  social   security  is  a  gccd 

precondition  of  program  adoption  by  providers  and  ccnsuKers 

(lishai,  1982).   But  the  elimination  of  the  Chilean  Sational 

Health  Council  advisory  board  as   well  as  the  suspension  of 

the  national  congress,  political  parties,  and  elections,  has 

impeded  discussions  prior  to  the  acceptance  of  health  policy 

reforms.    One  Chilean  physician  and  health  services 

researcher  noted  that 

an  unbalanced  power  is  new  concentrated   in  the 
Ministry  (of  Health)  and  health  decisions  are  made 
by  a  group  of  persons  designated  by  a  political 
authority.   There   is  no   participation  ty   an 
autonomous  social  intermediary   nor,   cf  course, 
does  the  population  affected  participate,   (Goic, 
1979a,  p.  560;  author's  translation) 
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In  the  past,  tha  Coleqio  Kedico  acted  as  a  professicnal 
society  with  legal   inpat  in  health  pclicy   Batters  such  as 
fiscal  allocations,    fee  schedules   for  aabulatoty   and 
hospital  care,   and  establishing  administrative  organization 
boandaries   (hospital   service  areas,    health   service 
districts,    and  rural   medical   rounds).    Ihis   lecal 
relationship  changed  in  1979  with  the  issuance  of  La*  Decree 
3601  which  reduced  the  legal  status   cf  the  association  to  a 
nere  voluntary  association.    Physicians   are  no   Icngei 
required  to  belong  to  the  Cclegic  Hedicc  and  infcraatioc  on 
physician  incomes,    working  conditions   and  other   data 
critical  to  successful  health  care  planning  (Mach,  1978)  are 
now  lore  difficult  to  obtain.   Physicians  are  forbidden  ftoa 
meeting  in  public   hospitals  and   clinics  to   discuss  doe- 
clinical  matters.    Inputs  into  health  jclicy  by  fhysicians 
are  more  narrowly  represented  than   ever.    Rore  than  twc- 
thirds  of  the  Ministers  cf  Health   since  1973  have  been  ncn- 
physicians.   Information  flows  from  the   Ministry  catinet 
downward  and,   in  this  regard,   is  siiilar  to  the  decision- 
Baking  structure  noted   by  Ogalde  (1978)   in   his  study  cf 
other  authoritarian  governments. 

The  Colegio  Hedico  has  argued   that  only  the  state  can 
afford  to   assume  the  projected   1983  deficit  of   U.S. I  30 
Billion  in  state-sponsored  curative  medical   care  systeas. 
Hoving  the  Chilean  health   care   systei  toward   market- 
determined  prices  is  seen  by  them  as  an  undesirable  ^oal 
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The  simple  gaae  of  (oarlcet}   suffl;  and  demand  is 
equivalent  to  not  planning  human  resources  ,  . 
(this  in  turn)  distorts  health  care  prcf essicnals, 
accentuating   their  power   distrifcution   and 
generating  undesirable  ethical  picfclems.   (Colegio 
Hedico,  1983a,  no  page;  author's  translation) 

Physicians  also  view  the  mcve  to  a  more  aarket-criented 
system  as  the  cause  of  their  growing  under-  and   un-enployed 
numbers  (Colegio  Hedico,  1983b)-   Ihe  prcpcrtion  of  medical 
graduates  hired  by   the  public  health  sector   has  declined 
three-fold  between  19T7  and  1982  (Table  6),    Traditionally, 
80  percent  of  the  graduating   medical  class  found  work  with 
the  state,   while  the  remainder  cf  the  class  went  into  full- 
time  private  practice,   sought  specialization  abroad,   cr 
emigrated  (Colegio  Medicc,  1983t) . 


TABLE  6 

Chilean  Nedical  School  Graduates  and  Eositions 
Reserved   for  Them  by  S.N-S.S.,  1577-82 


Number 

of 

Su 

mber 

of 

1   Year 

Graduates 

Positions  Beserved 

(E)/(A) 

(A) 

(E) 

% 

1   1977 

528 

379 

71.7 

1   1978 

617 

321 

52.0 

I   1979 

676 

319 

m.2 

1   1980 

640 

326 

50.9 

I   1981 

596 

153 

25.6 

1   1982 

662 

160 

2a. 1 

Source:  Colegio  Medico  de  Chile  (A.G.) ,  Consejo  Begional, 
Santiago,  Algunas  Consideraciones  sotre  la  Salud  €n  Chile, 
1  July  1984,  p.  10-  J 

I 

—  ^ 1 
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One  revealing  trend  of   this  substitution  of  physicians 
is  that  over  the  past  decade^  nurses,  aidvives,   and  medical 
technologists  have  increased  within  the  state  medical  sector 
(Table  7}   as   many  have  assumed  tasks   previously  done  k; 
physicians.   Substituting  ancillary  personnel  for  physicians 
is  a  well  recognized  cost-savings  measure  (PAHC,  1982)^   Eut 
long  Haiting  lines  and   crowded  conditions  cfaaracterizta  nest 
of  the  sixty-six  public  health   clinics  in  Greater  Santiago 
and  are  the  result  cf  too  few  physicians  in  the  S.N.S.S.   It 
is  common   that  lines  fori   outside  clinics   several  hours 
before  they  open   (II  gobierno  dara  un   apoyo  adicional  al 
presupuesto   para  aejorar   la  ateccioc,    8  June   1981; 
Consultorios  de  salud,   10  December  1983} .    Ihe  under-  and 
un-eBplcyment   of   physicians  contradicts   the  apparent 
shortage  of  physicians  in  Santiagc  clinics  and  long  waiting 
lines.    Dr.    Augusto  Schuster,   the  President   cf  the 
Republic's  personal   physician  and  cabinet  member   cf  the 
Ministry  of  Health,   contends  that  the  alleged  "over-suf jly" 
of  physicians   is  the   result  cf   the  "university-f or-all" 
policy  of  the  Allende  government   (Harcfaa  de  capas  blancas, 
26  March  1980). 

Limited  positions  in   the  public  sector  have   forced  a 
growing  number  of  physicians  intc   the  private  sector-    A 
surrogate  measure  of   this  growth  is  seen  by   the  nuiLei  cf 
private  physicians  who  advertise  in   the  yellow  pages  cf  the 
Greater  Santiago  telephone  directory-   between  1975  and  1982 
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TftEIE  7 
Personnel  Structure  and  Change  in  S. M. S-S,  1910-80 

1970  1980 


Batio 

Batio 

1   Personnel 

Nuaber 

per 
10,000 
inbab. 

Kunber 

per 
10,000 
inhak. 

1970-80 
Chanc€  (3! 

1   Physicians 

U,401 

1,70 

1,128 

3.78 

-21 

i   Dentists 

i,iao 

1.22 

1,752 

1.58 

+30 

1   Pharoacists    321 

.3a 

199 

.18 

-17 

j   Nurses 

i,66e 

1.78 

2,509 

2-56 

♦  51 

I      Physical 
1   Therapists 

17U 

.19 

360 

.32 

♦  107 

I   nidvives 

1,101 

1.17 

1,839 

1.66 

♦  a2 

1   Nutri- 
1   tionists 

397 

-12 

612 

.55 

♦  31 

1   Medical 
1   Techncl- 
1   ogists 

352 

.38 

851 

.77 

♦  103 

1   Other 
I   Profes- 
j   sionals 
1   (non-admin. 

1,381 

) 

i.a? 

1,283 

.86 

-11 

1   Total 

10,933 

11.67 

13,563 

12-20 

♦  5 

Source:  Modified  from  Medina  and  Kaeoptfer 
(1982,  lOOa). 


^ 
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there  nas  a  52  percent   increase  in  these  listings  (JimcDcz 
de  la  Jara,   1982b)-    This  vculd  seen  to  indicate  that  the 
private   medical  sector   in   Chile   i£  growing   rapidl;. 
However,   the  number   of  physicians  and  their   incomes  ar€ 
ankncwn   because  the   Cclegic   Bedico   is  restricted   in 
gathering  this  inforaation  (Colegio  Hedico,  1983c). 

Current  disputes  between  the  Ministry  of  Health  and  the 
Colegio  Hedico  are   significant  in  light  of   the  historical 
importance  that  physicians  have  had   in  Chilean  politics  and 
the  design  of  national  health  care  policies.    Eetween  1833 
and  1973  there  were  2  1   senators  and  representatives,   one 
vice-president,   and  one  president   who  were  physicians  ty 
training  prior   to  entering   pclitical  office   (Cruz-Ccke, 
1983).    Horeover,  the  Colegio  Bedico  was  a  catalyst  in  the 
formation  of   the  National  Health   Service  in   1952,   th€ 
Curative  Hedicine  Law  of  1968,   and   in  1973  was  cne  of  the 
first  professional  organizations  to  call  for  the  resignation 
of  fellow  physician  and  then  President  cf  the  Bepublic,   Cr. 
Salvador  Allende  (Chanfreau,  1979). 

Despite  the  historical  contributions  nade  by  physicians 
and  the  Colegio  nedico  in  the  areas  of  social  legislation, 
the  present  government  argues  that  neither  the  coverage  nor 
the  guality  of  health  care  has   suffered  since  the  outset  of 
the  "modernization"  reforis  cf   recent  years.    The  present 
arrangement,   in  which  the  consumer  has  the  right  to  freely 
elect  among  a   greater  number  cf  systems   (both  public  and 
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private)  at  vacious  costs,   is  thouyht  to  be  the  test  way  tc 
force  providers  to  give  tetter  care,  generate  competitior  in 
the  medical   marketplace,   and  keep  costs   down  (CDEEIAK, 
1983).    The  FONASA  s^sten  illustrates  that,  while  it  would 
be  correct  to  clain  that  availabilitj  (nuafcer  cf  t^^cviders) 
has  increased,  accessibility  (financial)  to  primary  care  has 
not-   As  shown  in  the  previous   sections,   cut-of-pccket 
charges  for  PONASA  patients  are   now  greater  in  relative  and 
total  aacunts  than  they  were  under  its  predecessor,  SEEtEBA. 

Evaluation  Measures  of  Health  Policy 

There  is  a  need  for  appropriate  outcone  measures  cf  the 
FOHASA,  S.N.S.S. ,   and  ISAPREs  programs.    Little  is  kncvn 
about   the  qualitative   aspects   cf  the   municipalization 
program  of  S.N.S.S.  clinics  or  patient  satisfaction  with  the 
FONASA  or  S.S.S.S.  delivery  systems.   Ideally,  a  health  care 
bureaucracy  of   the  scale  found   in  Chile  might   include  a 
department  of   research  and  evaluaticc,    Hc^ever,   such 
operations  are  costly;  even  the  expensive  public  health  care 
systems  of  West  Germany  and   the  Dnited   Kingdom  functico 
without  these  departments  (Etten  and  Eutten,   1983).    One 
Chilean  government  evaluation  (Kinisterio  de  Salud,  1982)  of 
the  municipalization  program  of  S.N.S.S.   facilities  arrived 
at  favorable  conclusions  abcut  the  transfer  of   clinics  to 
municipal  administration   without   evaluating   non- 
municipalized  facilities   as  a   control  population   (which 
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would  have  allowed  statistical   iDferences  tc  be  enplcjed). 
Patient  satisfaction  with  S.N.S.S.    facilities  was  reported 
to  be  ?erj  high,   but  the  results  and  fcrnat  of  the  Kinistrj 
of  Health  and  Galluf  Chile,   Inc.   adiinistered  survey  have 
not  been  disclosed  jPersonal  coiHounication,   Cr.   Fernandc 
Synon,  i»  July  1981;  see  Hcte  3).    Despite  the  constraint  of 
that  investigation,   it  was  widely  reported  among  the  local 
news   oedia  that   public   health  ccnsusers  were   highly 
satisfied.* 

Government  officials   argue  that  the   effectiveness  cf 
their  national  health  policy  is  proven  by  the   drop  in  the 
infant  aortality  rate.    Ihey  state,  "Bcrtality  is  the  icst 
inportant  indicator  of   quality  of   life  and   health" 
(Ninisterio  de  Salud,  19£3,  p.  36).    Cn  nanerous  cccasicns, 
officials  have  claiied  that  the  drop  in  the  infant  aortality 
rate  from  65.2  in   1973  tc  23.1  in  19£1  is   a  direct  health 
policy  outcome.   This  argument  is  questionable  because 

1.  infant  mortality  levels  (and  many  morbidity  and 
aortality  indexes)  lag  several  years  behind  public 
health  program  actions  unless  they  are  readily 
identifiable  infectious  diseases  for  which 
prophylaxis  exists; 

2.  apart  from  medical  care  per  se,  it  is  extremely 
complex  to  scrt  out  those  aedical  versus  non-iedical 
factors  that  affect  infant  mortality; 

3.  no  major  changes  in  either  the  type  cf  infant 
mortality  or  the  kinds  of  infant  and  child  health 
programs  have  been  noted  ir  Chile  since  the  current 


•  See,  for  example.  El  Mercurio,   Chile  encabeza  indices  en 
salud,   p.   A-3;   Causas  de  insatisf accion  en  usarios  de 
salud,  21  Harch  1981,  p.   a-3;  Encuesta  de  salud,  29  March 
1981,  p.  A-3. 
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governaent  tcok  pcser  in  1973;  and 

H.  vital  rates  in  nations  like  Chile,  in  the  last  fhase 
of  the  deoogiaphic  transition,  ace  generally  altered 
bj  non-medical  factors  (HcKinlay  and  HcKinlay,  1977). 

Nevertheless,  Eaczynski  and  Cyarzo  (1982)  found  partial 

support  for   the  role  that   the  gcvernaent  has   played  in 

lovering  infant   oortality.    iheir   aultivariate  analysis 

revealed  that   state-sponsored  primary   care  check-ups   cf 

■others  in  pre-  and  post-natal   stages  was  the  variatle  that 

best  predicted  infant  survival  in  Chile.    But,  as  has  been 

documented  ia   the  infant   mortality  literature,    infant 

mortality   responds  to   a   multitude   cf  ether  factcrs, 

particularly  nage   and  employment   conditions  anong   ncn- 

skilled  workers  in  the  fcraal  labcr  sector  (Eehm,  1979;   de 

Carvalho  and  Hood,    1S78}.    Another  study  of  92  public 

clinics  conducted  by  independent  consultants  to  the  Rinistry 

of   Health  revealed   that   maternal-infant  care   programs 

operated  at   levels  of  performance   that  were   "less  than 

efficient"  (Borgonc  et  al.,  1S83).   The  evaluation  was  based 

on  structural  variables  such  as   staff  size,   materials  in 

stock,   organizaticc   and  management  practices,    and  the 

adherence  to  norms  and  procedures.    The  formidable  decline 

of  infant  mortality  levels  has   led  seme  analysts  (Haignere, 

1983;   Ochoa,   1978)   to  speculate   that  public  funds  may 

continue  to  be  reduced  should   infant  mortality  remain  lev. 

Free  infant  and  child  food  supplements  have  been  found  tc  be 

highly  correlated  with  infant  survival  (Sells  et  al»,   1982; 
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Castillo  et  al-,  19€2).    On  the  one  hand,   the  per  capita 
daily  consuaption  of   protein  was  estinated  tc   have  fallen 
from  80  grains   in  1S72  tc  62   in  1978  ^Hardones-Santander , 
1981).    On  the  other  hand,  the  Chilean  government  has  kept 
distritutional   levels  of   infant   and  child   nutritional 
supplements  constant  during  its  twelve  year  tenure- 

florbidity  andQq ality  of  life 

Other  assessments  of   Chile's   health  care   policy 

enphasize  noa-Dedical  factors  affecting  the  health  status  of 

the  Chilean  population.   Redina  and  Kaesptfer  concluded  that 

the 

efficiency  of  nedical  care  has   teen  helped  fcy  an 
increase  in  the  nuaher  of   people  living  in  urban 
areas  and  by  the  iaproveoent  in  basic  instruction, 
health  education  and  sanitation.  (1982,  1004) 

The  claio   that  infant   nutrition  programs   in  Chile   are 

deterninants  of   infant   aortality   decline   has   been 

challenged.    Hakim  and  Solioano  (1978)   argue  that  despite 

popular  nedia   support  linking   infant  prcgraois   vith  Icm 

levels  of  infant   death,   poor  guality  water   and  storage 

facilities  iiapede  the   efficiency   of  infant   nutrition 

programs.  Moreover,  factors  other  than  healtt  policy  actions 

per  se  (increases  in  fenale  educational  levels,   water  and 

sewage  treatment)  have  helped  lower  infant  mortality. 

Clearly,  the  quality  of  health  status,  therefore,  needs 

to  be   assessed  by   the  use  of   morbidity  as   opposed  tc 

aortality  indexes.    Foxley  and  Eaczynski  have   made  this 
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theme  a  major  focus  of  their  study  cf  sccial  groups  that  are 

vulnerable  in  the   perils  of   Chile's  current   economic 

recession. 

Actually,  it  is  a  known  fact  that  in  nations  where 
the  risk   of  death  has  diminished   constantly  and 
where,   in  addition,   there  is  a  health  recovery 
system  covering   majority  percentages  cf   the 
population,   mortality   levels  cease  to  be   a 
suitable  indicator  cf  the  nation's  state  of  health 
and  susceptibility  to  disease-   In  fact,  they  only 
reflect  the  ultimate  catccne,   that   cf  dying- 
(198a,  231) 

That  morbidity  is  a  more  pertinent  index  cf   the  health 

status  of  a  population  is  noted  by  the   increase  in  typhus 

and  hepatitis  (Fignre  7).   Infectious  diseases  of  this  sort 

afflicted  Chile  at  a  much  earlier  period   of  its  economic 

development  (Viel,  1961).   Chile  new  possesses  25  percent  of 

all  typhoid  cases  in  the  iestern  Hemisphere  (Colegio  Fedicg, 

1983a)   but  has  less  than  two  percent   of  the  population. 

Epidemiologists  have  suggested  that   the  high   levels  cf 

typhoid  fever  are  attributable  to  the  reduction   in  the 

number  of  inspections  cf  focd  establishments.    Curing  the 

time  when  there  was  an  increase  in  typhus   and  hepatitis 

cases  in  Santiago  and  the  rest  cf  the  nation  (Figure  7)  ,   a 

marked  reduction  in  the  number  of  food  inspections  ty  health 

officials  from  121  in  1974  tc  only  five  in  1981  was  recorded 

(Hedina  and  Yrarrazaval,  1983) - 

Heavy  flooding  in  1982  and  1983  due  to  £1  Nino  climatic 

disturbances  brought  about,   in  part,   a  rise  in  infectious 

diseases  propagated  by  contaminated  water.   Curing  this  time 
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Figure  7:   Typhoid  and  Hepatitis  Bates,  Chile:  1966-82 


Source:   Cclegic  Kedico  (fl_G.),   Ccnsejc 
Begicnal,      Santiago.     Algunas 
Ccnsideraciones  sobre  la  Salud  en  Chile-  1 

July  iseu,  p,  3^, 
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the  ministries  of  public  works  and  housing  intensified  their 
campaign  to  "make  healthy"  (sanear)  the  squatter  settleuects 
of   Greater  Santiago.     Although   this  process   entails 
connecting  homes   to  the  central  seuage   system  (Haigoere, 
1983),   raw   sewage  from  the   4. a  million   inhabitants  in 
Greater  Santiago   is  still   discharged  directly   into  the 
Hapocho   and  flaipu   Bivers  without  passing  through   evec 
primary  treatment.    Small   agriculturalists  downstream  use 
the  contaminanted  effluent  to  produce   about  U7,0000  tons  of 
such   vegetables  as   such  short-cycle   crops  as   lettuce, 
cabbage,   celery   radishes,   and  parsley   (Servicio  Salud 
Ambiental,   1983,    Ul).    Only  two  officials   from  the 
Environmental  Health  Service  cf  Greater  Santiago  spend  eight 
hours  weekly  field  inspecting   2,128  hectares   for  soall 
farmers  who  use  contaminated  water  for  field  irrigation. 
Nhen  agriculturalists   are  found   using  the   contaminated 
water,   they   are  given  90   days  to  cease   the  operation 
(Personal  communication,   Hs.   Kagdelena  Iriondo,   27  June 
1984).    neanwhile,  farmers  are  allowed  tc  harvest  and  bring 
infected  crops  to  market,   and   some  crops  like  parsley  are 
harvested  twice  in  that  time.   Ccnsumets  are  encouraged  to 
take  preventive  measures  by   disinfecting  vegetables  with  a 
fairly  costly  commercial  chemical,   less  expensive  detergent 
hleach,  or  soap  and  water.    The  ministry  of  Eealth  does  not 
subsidize  farmers   tor  destroying   contaminated   crops  even 
though  benefit-cost  studies  have   not  assessed  the  trade-cff 
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between  cash  subsidies  and   later  prcductivity   losses  ty 
workers  who  are  infected  by  hepatitis  or   typhus  (Personal 
communication,  Dr,  Fernando  Syacn,  4  July  ISSU) .   Faculty  at 
the  School   of  Public  Health   of  the  Cniversity   of  Chil€ 
(Personal  comaunicaticn.    Faculty  of   the  Cepartnent   of 
Hospital  Administration,   May,   1S84)   recognize  that  the 
government  is  reluctant  to   purchase  infected  crops  t€cause 
of  its  defined  role  as  a   subsidiary  agent  in  the  course  cf 
social  development  (ODEPliS,   1983).    It  is  likely  that  a 
least-cost  preventive  strategy  ct   secondary  water  treatnent 
and  crop  subsidy  would  enhance  putlic  bealtb. 

Summary  and  Cccclusicn 
Ihe  formulation  of  public  health  policy  and  the  task  of 
striking  a  balance   between  private  and  public   health  care 
financing  are  well   illustrated   by   the  Chilean   case. 
Providing  affordable  medical  care  at  an  acceptable  level  of 
quality,  while  maintaining  fiscal  solvency,  is  a  priority  in 
many  countries.    Ihe  private-public   health  care  debate  in 
Chile  has  surfaced   after  60  years  of   strong  public  health 
care  funding.     Ihe  evidence  reviewed  suggests   that  the 
private  sector  will  not  be  able   to  drive  costs  down  through 
competition  and  thereby  absorb  users  from  the  public  sector. 
The  promotion  of  a  market-oriented   health  industry  in  Chile 
has  brought  greater  out-cf-pocket  payments  for  consuiiers  and 
has  been  accompanied  bj   a   resurgence  of  infectious  diseases 
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that  afflicted  Chile  during   ao  eaclier   period  of   its 
economic  development. 

Redefining  the   state* s  role  in  health   care  financing 
has  been  accomplished  fay  a   nuober  of  statutory  reforns. 
These  reforms   have  allowed  the   state  to   relinquish  seme 
responsibility  in  the   health  care  sector  as   it  treaks  its 
traditional  allegiance  with   the  electorate,    political 
pressure  groups,   and   unions  in   granting  health   care 
services.   Employers  and  middle-  and  upper-income  ccnsumers 
have   mostly  financed  the  pension   fund  scbeoes   (AFEs), 
prepaid  group   practices  (ISAFBEs)   and   have  contrituted 
greater  out-of-pocket  payments,   ihe  guiding  ideology  tehind 
the  changes  in   health  care  financing  in  Chile  has  teen  to 
privatize  part  of  the  public  household.    This  nove  seeks  to 
throv  back  the  boundaries  of   the  political  apparatus  and  to 
return  some  government  duties  to   the  private  sector.    Ite 
case   for  more   out-of-pocket   payments   in  health   care 
financing  rests   on  the   grounds  that   the  government   is 
incompetent  in  service  prevision  and  the  traditional  welfare 
state  is  difficult   to  manage.   Public  monies   tagged  for 
health  care,  it  is  argued,  dampen  private  investment.^ 


7  Although  the  changes  that  have   been  enacted  in  Chile  are 
far  more  sweeping  than   the  health   and  social   pclicy 
changes  in  the  U.S.,  the  similarities  are  evident-  See  the 
final  chapter  of  Starr^  Paul,  Ihe  Social  Transformation  of 
American  Medicine.     8e«  York:   Basic   Books,   1982; 
especially  pp.  ^17-19. 
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Evidence  from  the  first  fen   years  of  the  restructured 
health  care  system  point  to  three  main  conclusions-    first, 
the  expansion   of  the  newly   d€i»elofed  private   sector  is 
falling  short  of  original  estimates.    IS£FBEs  have  captured 
less  than  one-third  of   their  projected  enrcllment  figures. 
Pension  scheme   monies  will   soon  be   invested  in   state 
venture-capital  operations  that  have  dufcious  future  success. 
Public  health  clinics  have  been  leased  to  municipal  lanagers 
in  some  Santiago  municipalities,   but  a  fixed  ceiling  placed 
on  reimbursements   during  the  first   year  of   the  prcgras 
restricts  most  municipalized  cJinics  tc   middle-  and  ufper- 
income  areas.    second,   more  careful  evaluation  of  health 
policy  outcomes  is  needed  so   that  shcrt-   and  long-tera 
changes  in  health  levels  can   be  monitored.    It  was  argued 
here  that  infant  mortality  declines  ever  the  last  decade  are 
more  likely  to  be  the  result   of  non-iedical  factors  than  o£ 
state-financed  health  programs.    In  gauging  health  status, 
attention  vas  called   to  mortality  measures  of  typhus  ard 
hepatitis   as  well   as  the   need   fcr  civil   engineering 
projects,  against  strictly  medical  care.   Lastly,  that  Chile 
has  been  a  pioneer  in   state-financed  health  care  vill  draii 
attention  to  the  impact  of  its  restructured  system.    Hester 
nations   of  the  Pan   American   Health  Crganizaticn   and 
developing  nations  in  Africa  and   Asia  could  learn  much  froa 
careful  studies  of  the  Chilean  experiment,   as  they  tec  deal 
with  external  debt  problems.    Although  Chile  falls  short  of 
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aeetiog  the   PAHO  gcal  of   twc  medical  visits   fer  person 
annually,   it  has  lowered  infant   aortality  telon  30  deaths 
per  1,000  live  births  well  in   advance  cf  the  year  2C00  gcal 
(Chile  cumplio  todas  sus  netas   en  salud,   7  Koventer  1983; 
Hinisterio  de  Salad,  n.d.).    The  Pinochet  regime  would  have 
a  Bodel  of  health  care  administration  worth;   of  emnlaticn 
among  developing  nations  if  the  public  sector   can  further 
reduce  the  proporticn  of   public  funds  without  comprcnising 
the  guality  of  life. 


CHAPIEB  III 
HEDICAL  CAHB  INFLATION  IN  CHILE,  1979-83:  ITS  InPlICATIC^ 

FOB  ECCNCMIC  ACC ESSI EIIIIY 


iptroductipD 

Ihe  prolonged  ecoaoaic   crisis  of  the  last   decade  has 
inposed  special  social  costs  co   all  nations  and  nowhere  has 
this  stress  been   acre  acute  than  in   frovidiog  affordable 
nedical  care.   Rising  inflation  has  thwarted  efforts  tc  held 
medical  costs  steady.     Some  analysts  have  argued   that  a 
fiscal  crisis   afflicts  all  nations   and  that   the  putlic 
sector  is  unable  to  fill  the  void  where  private  sector  funds 
cannot  or  will  not  be   placed  (C 'Connor,   1S73)-    Others 
reaain  optinistic   about  the   private  sector's   ability  tc 
create  conpetition  under  free-market   conditions  which  will 
ultimately  drive  medical  costs   dcwn  (friednan  and  Friednan, 
1980). 

Little   cross- national   research  has   addressed   the 
deterniinants  of  health  care   inflation  for  several  reasons- 
The  diversity   of  administrative  and   financial  structcres 
makes  comparison  difficult-    Ihe   proportion  of  state  ard 
private   sector  funds   allocated  to   aedical  care   varies 
markedly  among  nations,   thus  further  ispeding  intercaticral 
comparisons.    However,  a  comiBon  feature  in  assessing  health 
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care  inflation  is  the  practice  cf  indexing  (Kewhouse,   1S62; 
Feldstein,  1983;  Jud,  1978;   Friedman,  ig^ft). 

Use   of  annual   variations  in  the  Consumer   Price  Index 
(CPI)   is  one  approach  in  assessing  rising  ccsts  in  national 
economies-   The   Medical  Consumer  Price  Index   (HCPI)   in 
particular  allows  health  researchers  tc  examine  variation  in 
purchased  medical   goods  and   services  over   time,   thus 
providing  specific  insight  intc  the   ccBflex  Morkings  cf  the 
medical  market.    One  caveat  in  the   use  of  the  ncpi  is  its 
failure  to  keep  pace  nith   technclogical  changes   and  the 
ensuing  revisions  In  products   and  services.     Another 
drawback  of   indexing  and  HCPI   fluctuations  is   that  the) 
represent  purchased  as  opposed  to  consumed  medical  gccds  and 
services.   This  chapter  coabines  HCPI  data  frcm  the  Katicnal 
Statistics  Institute  (IMS)   in  Chile  as  well  as  two  national 
surveys  carried  out   in   1983.    In  so   doing,    the 
interrelationship  between   purchased  and  ccnsused  medical 
items  is  better  understood.     Specifically,   the   nain 
objectives  of  this  chapter  are 

1.   To  measure   how  the   medical  consumer's   purchasing 
power   (  a   function  cf   the  Index   cf  Hages   and 
Salaries)  is  related  to  changes  in  the  Chilean  HCEI. 

2-   To  determine   whether  twc  major  theories   cf  iiedical 
care  inflation  in  in  the   United  States  are  pertinent 
to  the  Chilean  case. 
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3.   To  review  the  aajor  types  of  health  care  expenditures 
in  Chile  (primary  care,   dental  care,   etc.)   and 
compare  their   relative   distribution   with   tb€ 
weightings  alloted  thes  in  the  CHPI. 
(|.   To  discuss  the   trends  of  health  care   inflation  in 
Chile  in  the  context  c£  national  health   folicy  and 
its  effect  on  the  relative  accessibility  of  nedical 
care. 

The  first  section  of  the   chapter  reviews  the  major 
factors  that  contribute  to  health  care  inflation   in  th€ 
industrialized  developed  nations  as  a  tackdrop  to   the 
Chilean  experience.   The  comparison   between  Chile  and  the 
developed  realm  is  not  as  inapprcpriate  as  may  seem  at  first 
glance.    The   Chilean  medical  systea  has   virtually  100 
percent  coverage  through  its  various  state-  and  private- 
financed  delivery  systems.    Chile  has  been  a  pioneer  in 
state-financed  medical  care  throughout   most  of  this  century 
and  only  recently  has  there   been  a  sizeable  retrenchment  of 
public  monies  in  the  health   sector.    A   seccnd  reascn  fci 
comparing  Chile  with  the  developed  nations  is  the  paucity  of 
research  on  health  care  inflation  in  the  developing  naticns 
(Lee  and  Hills,  1983), 

The  second  section  fellows  the  evolution  of  the  Chilean 
HCPI  and  CPI  over  the  study  pericd,  1979-1983.    This  study 
marks  the  outset  of  major  changes   in  the  performance  ct  the 
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nation's  economy  as  well  as   the  health  pclic;  changes  that 
vere  described  in  Chapter  II.     the  impact  of  nedical  care 
inflation  is  assessed  by  neacs  ct  the  real  costs  incuiced  by 
Chileans  based  on   surveys  of   their  consumftiou  of  jsedical 
goods  and  services. 

Hedical  Care  Inflation  in  the  Gnited  States 
The  rise   in  the  cost  of   medical  care  in  the  United 
States  in  the  1970s  and  1980s  has  been  well  docunented.    In 
general,   it  appears  that  half   cf  the  increase  in  nedical 
care  inflation  has  been  doe  to  price  hiXes   and  the  ether 
half  reflects  the  ccmbined  effect  of  greater  utili2aticD  and 
population  growth  (EcCracken,   1S8<t).   The  increase  in  the 
cost  of   oedical  care  moved   with  rising  demand   and  this 
combined  effect  was  further  exacerbated  by  greater  ccsts  tor 
ancillary  services. 

The  study  of  medical  care  inflation  in  the  0.  S-    can 
be  approached  by  twc  general  models.   The  first,  demand-pull 
inflation,  contends  that  consumers   buy  greater  amounts  cf 
medical  goods  and  services  than  existing  supplies.  Inflation 
results   when  supplies   do  not   increase.    A   second 
interpretation  of  medical  care   inf laticn  is  often  referred 
to  as  cost-push  inflation.    In  this  context  both  wages  and 
input  prices  increase  and  the   outcome  is  higher  health  care 
costs  to  the  consumer  and  third  parties.    Ibe  "fuel"   that 
drives   cost-push   inflation   is  often   the   threat   cf 
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unionization  that  loclcs  vages  into  autonatic  cost  of  living 
hikes  (Feldstein,  1983,  23U-23'7;  Sorkin,  1976). 

Because  hospitals   consume  the  largest  portion   of  tbe 
medical  dollar  (42  percent)  in  the  United  States  (Frcfitatle 
American  Hospitals,  18  Haj  1985) ,   most  research  has  fccuHed 
OQ  hospital  performance  io   the  sarketplace.    Increases  in 
O.S.   hospital  costs  can  generally  be  attributed  to  at  least 
three  factors.    First,  since  hospitals  are  labor  intensive 
operations,   vage  and  salary  increases  Bust  be  added  to  the 
cost  of  medical  care.   Hhen  consumer  vages  increase,  greater 
utilization  of  medical  care  is   often  triggered  bji  consuaer 
choice  or  by  the  inducement  of  additional  medical  procedures 
by  physicians.   Both  mechanisms   spur  higher  ledical  ccsts 
when  supply  cannot  respond  accordingly.    Second,   medical 
insurance  programs  dictate  reimbursement  levels.    Hospitals 
try  to  keep  their  costs  under  these  fixed  levels  so  that  the 
differences  between  reiaturseaent  by   third  party  providers 
and  real  costs  can  be  absorbed  by  the  consumer.    Ctviously, 
treating  patients  at  lower  costs  than  levels  established  by 
third  parties  (e.g.,  Bedicare,   Medicaid,   the  Blues,   and 
commercial  carriers)    signifies  profit  for   the  hospital. 
Finally,  the  relative  high  supply  of  physicians,   esfecially 
non-generalists,   and  other  health  professionals  delivering 
service  affects  the  total  cost-    Hanjcwer  shortages  will 
drive  the  cost  of  medical  care   up  as  will  the   level  of 
specialization   among  health   professionals.     Although 
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physician  opposition  to  physician  assistants,   miclwivcs  and 
other  personnel  has  been  strong   and  nay  impede   fair 
compariscn,   there  is  thus  far   little  evidence  to  suggest 
that  the  substitution  of  physicians  for  ancillary  personcel 
has  helped  to  bring  down  medical  costs  en  a   major  scale 
(Schweitzer  and  Becord,  1977). 

aedical  Care  Inflation  in  Chile 
Chile  has  long  been  plagued   vith  high  inflation  in  the 
general  economy.    Ihe  nation's  dependence  en  a  few  sineral 
resources  (nitrates  and  copper)   throughout  its  independence 
period  (post- 1833)   has   left  it  susceptible  to   "tcciD  and 
bust"  cycles  (Davis,  1963),    Since  the  1950s,  Chile,   like 
many  of  its  Latin  Aisericao  neighbors,  has  been  experinenting 
with  indexing  (Jud,   1978).   Indexing  allows  the  national 
economy  and  certain  industries   to  be  monitored.   Ihe 
socialist  governmeDt  of  Salvador  Allende  (1970-73)   faced  a 
strained  economy   with  an  annual  inflation   rate  of   750 
percent.   Despite  efforts  by  the  current  regime  to  dampen 
inflation,  its  annual  increase  averaged  250  percent  between 
1970  and  1978  (The  Sorld  Bank,  1980,  11).    For  the  last  12 
years,   the  Chilean  military  regime  has  curtailed  social 
spending,  in  part,  to  lower  the  rate  cf  inflation. 
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Health  Policy  Change  and  gedical  Care  Ipilatiqn 

Health  policy   has  teen  altered  io   thiee  significaot 
areas  since  the  outset  of  the  current  regime  in  1973-  First, 
there  has  been  a  sharp  reduction  in  social  spending  (health, 
education,   housing)   vhich,   in  the  health  sector,   «as 
translated  into  aore   out-of-pocket  charges-   Hiddle-class 
jnedical  prograas  such  as  the   National  Health  Fund  (FONASA) 
require   relatively  more  private   funds   than  did   its 
predecessor  program,   SEBKENA,   which  operated  until  ISTS- 
Second,   a  aajor  effort  has  been  Bade  to  enxcll  middle-  and 
upper-income  wage   earners  into   private  pre-paid   nedical 
practices,   ISAPBEs.   Ihis   refcim  is  part  of   the  free 
election  system  (sisteaa  de  lihre  eleccion)   that  has  teen  a 
central  feature  of   the  free-aarket  economy  of   the  current 
regime-   A  third  aspect  cf   recent  policj  changes  has  teen 
the  transfer  of  public  health  clinics  (ccnsultorios)   which 
generally  provide  care  tc   indigents  and  blue-collar  workers 
{pbreros) ,   to  county  management.   As  discussed   in  the 
previous  chapter,    this  '*ounicipalizaticn"  process   is  an 
effort  to  reduce  state   bureaucracy  and  state-financed  care 
by  allowing  local  authorities  to   provide  care  according  to 
the  needs  of  the  local   coaaunity.    jErimary  and  secondary 
care  facilities   have  been  turned   over  from   the  national 
government  to  municipal  management  in   selected  areas  cf  the 
country.    A   private  management  system  now   operates  the 
Central  Health  District  of  Metrcpclitan   Santiago  and  is  the 
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only  one   of  five  districts   in  Hetropolitan   Santiago  tc 
report  a  profit  in  recent  years.    In  brief,   the  military 
regine  has  enacted  a   nuaber  of  neasures  to   reduce  state- 
financed  aedical  care  with  a   concomitant  effort  to  increase 
out-of-pocket  paynents  fro«  aedical  care  consumers.    These 
changes  portend   more  efficient   medical  care   supply  and 
utilization. 

Possible  Causes  of  Kedical  Inflation  in  Chi le 

This  section  reviews  briefly  the  causes  of  aedical  care 
inflation  in  the  United  States   identified  above,   as  they 
apply  to  the  Chilean  case  at  hand. 

Seal  income  in   Chile  has  declined  by   15  percent  ever 
the  last  decade  (Cortazar,   1983).    Bithin  the  health  care 
sector,   there  has  been  no   threat  of  unionization  ncr  have 
major  wage  concessicns  been  granted  to  public  health  workers 
in  Chile  under   the  current  regice.    Ihe   National  Health 
Service  System  (S.S.S.S.)   employed  fewer  physicians  in  1S80 
than  it  did  a  decade  earlier  (Medina  and  Kaempffer,   1S82). 
The  bargaining  power   of  physicians  was  greatly   reduced  in 
1979  when  the   government  changed  the  legal   status  ct    the 
Chilean  Hedical  Society   (Colegic  Medico) .    Traditicnally, 
the  association   had  legal  input   into  wages  paid   tc  all 
■edical  personnel.    At  present  the   Rinistry  of  Eealth  and 
the  S.H.S.S.    set  all  wage   levels.    Figure  8  shews  that 
dental  and   physician  wages  have   consumed  about   the  sane 
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proportion  of  the  S.N.S.S.   budget  over  the  last  ten  jears. 
This  trend  in  professional  earning   power  can  be  interpreted 
in  very  general   terms  as  a  surrogate   aeasure  of  physician 
wages  and  salaries.    Because   scst  Chilean  physicians  vcrk 
part-tiae  with   the  S,B.S-S.    or   soie  public-affiliated 
medical   system,   the  trend  in   earning   pcser  can   te 
generalized  froa  Figure  8.  It  will  also  be  recalled  frci  the 
last  chapter   that  loth  tbe   absolute  nonber   of  S.E.S.S. 
personnel  and   public  funds   in  the   health  sector   have 
declined  over  the  last  decade   (lables  7  an  4  respectively) . 
Therefore,   if  it  is  a  valid  assumption  that  physician  wages 
have  not  increased  sharply  so  as  to  sjur  en  inflation,   then 
the  Chilean  case   contrasts  sharply  with  inflation   in  tie 
U.S.      medical  sector,   where  physician  salaries  in  the  D.S. 
have  increased  by  about  2C0  percent  between  1970  and  1980  as 
a  result   of  increased   insurance  coverage   (Eucsteio  and 
Cromwell,  1985,  65). 

A  second  element  that  has   been  identified  in  tbe  U.S. 
is  the   growth  of  new   medical  insurance  prcgrams   sach  as 
Hedicaid,   Medicare  and  the  "Elues"  programs-    It  has  teen 
suggested  that   pricr  to   1983  these   third-party  finance 
schemes  did  not  deter  health  care  providers   from  ordering 
excessive   procedures   because    cf   their  ccst-tased 
reimbursement   approach.    The   major   new  medical   care 
financing  program   in  Chile   is  private   pre-paid  medical 
practices.   To  date,  these  plans  have  fallen  short  of  their 
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Figure  8:   S. N.S,S.  Physiciac  and  Dentist  Salaries,  1S75-e3 

(A)  Defined  as  physician  and  dentist  salaries  divided  tj  all 

salaries  and  wages.    Dencninatcr  txcluces 
seniority  fay- 
IB)  Detined  as  fhysician  and  dentist  salaries  dividec  ty    ell 

personnel  expenses-   Eenoninator  includes 
vages,   seniority  pay  and   tonus  pay  fcr 
accepting  rural  assignments.   Data  Sctrce: 
Balance  Presupuestaric  al  31  de  Eicientre, 
1575-1963-  Santiago:  SNSS- 
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original  goal  of  one  Billion  sub£ccib€r£  by  1984;   as  sbciin 
in  the  previous  chapter,   estinates  indicate  that  abcut  cue- 
third  of  that  enrollment  has  been  reached.    However,   even 
though  grovth  has  been  slower   than  expected,   there  is  nc 
evidence  to  suggest   that  private  medical  care   costs  have 
accelerated  markedly.    On  the  ccotrarj,   the   HCEI  item 
"private  primary  medical  care"   and  "private  hospital/cliDic 
stay"  show  the  smallest  increases   over  the  five  year  period 
(Pigure  9). 

Mthough   new  medical   insurance   prcgrans  have   not 
developed,  the  withholding  of  Chilean  wages  for  medical  care 
has  increased  in  the  19e0s.   Monthly  nage  withholdings  are  a 
major  source  of   health  care  financing  in   Chile.    These 
withholdings  (cotizaciones)  are  directed  to  the  medical  flan 
of  the  consumer's  choice,   in  1982,  this  deduction  was  at  4 
percent  of  gross   wages  and  increased  to  5   percent  in  1983 
and  to  6   percent  in  ISS^J.    These   monthly  deductions  are 
"purchased"  whether  or  not  "ccnsuaed"   and  are  not  reflected 
by  the  HCPI;  thus  providing  one  difference  between  purchased 
and  consumed  medical  care. 

Lastly,   it   was  noted  that   the  utilization   of  new 
medical  technology   might  be   responsible  for   transfering 
higher  costs  on  to  medical  consuners  in  the  Q.S.    Cii€  gross 
indication  of  that  is  the   ditfasion  cf  CI  scanners.    Ibe 
Chilean  medical  market  is  not  yet  a  highly  capital-intersive 
one.    Jorge  Jimenez  de  la  Jara  (19823)  noted  that  in    1982, 
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Figure  9:   Annual  Variation  of  ECEI,  Selected  Itess,  ^^l'i-e^ 
*Denotes  Decester  1983  tc  Karch  1984  chance  only- 
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only  five  scanners  were  present  in  Chile,   and  none  were  in 
the  public  sector.    The  author   cf  this  research  estinates 
that  afcoot  ten  scanners  operated  in  chile  as  of  late  ^98^, 
of  which,   one  was  in   the  public  sector-  *  little  evidence 
suggests  that  the  utilization  cf  medical  technology  in  Chile 
is  likely  to  be  a   significant  factor  in  escalating  medical 
care  costs,   if  only  because  of  the  scarcity  cf  this  kind  of 
eguifaent. 

Suaaing  up,   the  data  reviewed  thus  far  in  the  chapter 
shOH  that  the   relative  price  and  availability   of  ncdical 
goods  and  services  has  increased,  particularly  in  the  public 
sector.   The  deterninants  of  medical  care  inflation  in  the 
United  States  are  not  deEonsttated   in  the  Chilean  case. 
Bather,  the  hypothesis  presented  here  is  that  the  structural 
causes  of  medical  care  inflation  in  Chile  are  the  result  of 
health  policy  changes  that  have  shifted  the  burden  cf  icre 
out-of-pocket  charges  to  uiddle-  and  upper-incoiae  consusers. 
More  eapirical  evidence  for  this   claim  is  presented  in  tte 
following  section. 


»  It  is  difficult  to  cite  specified  populationiresource 
ratios  for   the  use   of  CI   scanners  and   ether  aedical 
eguipioent  even  in   the  O.S.   where  these   resources  ar€ 
coBiBon-  One  estisate  in   deteruinicg  equipuent  levels  is 
the  nufflber  of  procedures  per  1,000  inhabitants.  This  crude 
estinate,  derived  by  the  Leonard  aethcdclcgj,  was  '4.35  for 
the  Borth  Central  Florida   region  {Eersonal  Comniunicaticn. 
Letter  from  J.N.  Gregg,  22  Hay  1985,  North  Central  Florida 
Health  Planning  Council). 
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Methods  and  Flpdings 

fts  noted   above,   changes  in   the  HCFI   provide  only 
partial  insight  intc  health   care  inflation-    Although  tfce 
aaounts  of  state  and  private  funds  directed  to  health  care 
as  well  as  the  rate  of  inflation  are  useful  data,   analyses 
are  confined  to  generalizations  about  the   hypothetical 
purchase  of  certain  oedical  goods  and  services,   as  cppcscd 
to  their  actual  consuapticn.   Tc  bridge  this  gap,   this 
assessment  of   medical  care  inflation   will  draw  on  index 
measures  of  the  medical  care  sector  and  the  national  economy 
as  Hell  as  two  household  surveys  en  medical  care  utilization 
and  expenditures  amcng  different  income  and  nedical  prcgraie 
groups. 

Trends  in  the  annual  change  of  the  Chilean  CKPI,  CII 
and  Index  of  lages  and  Salaries  (IHS)  are  shown  in  latle  8 
for  the  1979-83  period.  In  the  first  three  years  nedical 
care  inflation  surpassed  national  inflation  (Table  8,  line 
2).  These  differences  reversed  in  1982  when  the  CEI 
outpaced  the  CHFI. 

The  relationship  between  the  CHPI  and  the  IHS  was  next 
considered  to  see  hew  aedical  care  inflation  compared  iiith 
changes  in  the  medical  care  consuaer's  purchasing  power.  fl 
ratio  of  the  two  measures  (wages  and  expenses)  was  used  to 
derive  an  Index  of  Medical  Care  Purchasing  Power  (IHCEE). 
This  measure  is  more  sensitive  than  the  difference  between 
the  CPI  and  CMPI  (Table  8,   line  3)    because  it  relates 
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TAEIE  8 
Medical  Care  Intlaticn  and  Ccnsuner  Purchasing  Fewer 

K   E   A   B 

1979     1S80     1981     1982    1983 
fl  E  A  S  U  fi  E 


1.  Consumer  Hedi-   69-15    33.19    23.66    16.52   22.36 

ical  Erice  Index 

(CHPI) 

2-  Ccnsuner   Price      38.90        31.20  9.50        20.70        tl.OO 
Price   Index    (CPI) 

3-  CHI-CPI  30.55  1.99         ia.  16         -«».  18      -0-7«l 

4.  Index  of   Rages 

and   Salaries    (IHS)     53-20        36.51        20.60  5.10      18-00 

5.  Index  of   Medical 
Care   Purchasing 

Power  153-2/      209-7/    252.1/      265.0/      326.2/ 

(IMCPP=I«S/CMPI)  169.5         225.7      279.1         325.2         2SB.2 


IMCPP  0.904         0.926       C.903         0.815         C.619 


Data  source:  Institute  Nacional  de  Estadisticas  (IKE), 
Departaent  of  Prices,  unpublished  Baterials,  Santiago, 
Chile. 
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medical  care  inflation  to  consuter  purchasing  power-    The 
IMCPP  (Table   8,   line  5)    is  calculated   following  the 
Laspeyres  price  index;   nhen  the   index  is  less  than  unity 
(1.00)   the  consumer  is   worse  off   in  the   given  year 
(Hirschleifer,  1976,  laS), 

The  medical   care  ccnsumer  in  Chile   was  increasinglj 
worse  off  between  1978  and  1983-    The  inCPE  shows  a  gradual 
worsening  in  the  consumers  ability   tc  keep  pace  with  rising 
prices  in  medical  services  and  products.    Eoth  an  increase 
in  the  nCPI  and   a  drop  in  the  ItiS  made   nedical  care  less 
accessible.    A   1983  IHCFP   value  of   0.819  means   that 
consumers   lost  about   one-fifth   of   the  medical   care 
purchasing  power  they  held  in  1978,    the  base  year  c£  tte 
index. 

Household  survey  data  from  1983   gathered  by  the  Latin 
American  Institute  cf  Social   and  Doctrine  Studies  (IIAEES, 
1984)   were  used  to  assess  the  actual  level  of  medical  care 
expenditures  and   medical  care   utilization  among   income 
groups.   Figure  10  shows  the   proportion  of  ambulatory  care 
visits  for  411  persons  in   Hetrcpclitac  Santiago.   A  strong 
and  positive   correlation  exists  between  the   frequency  cf 
ambulatory  visits   and  income  (Spearman's   rank  correlation 
coeff icient=. 9707) .    This  is  the   expected  relationship  in 
economies  like  the  D.S.     where  cut-cf-pccket  payments  and 
insurance  coverage  is  tied  closely  to  income   levels. 
However,  the  strength  of  the  relationship  is  unexpected  ic  a 
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country  like  Chile  where  oedical   care  accessibility  has  not 
been  traditionally   hindered  by  consuaei   purchasing  pcver. 
However,  it  is  consistent  with  the  structure  of  threc-ticred 
services  like  FON&SA. 

lo  consider  aedical  care   expenditures  among  different 
private  and   public  aedical  prograas  in   Greater  Santiago, 
survey  results   froa  a   Gallup  Chile-Cniversity   cf  Chile 
School  of  Public   Health  study  were  used   (Kedina,   n.d.). 
Table   9   presents   the  distribution   cf   health   care 
expenditures  for   users  of   different  programs   {n=2,820). 
Total  health  care   expenditures  are  shewn  in   propcrticn  to 
average  per  capita   income  as  well  as  type   of  health  car€ 
cost  (prioary  aedical  care,  dental  and  total).    A  striking 
feature  of  the  data  is  the  high  proportion  (18  percert)   cf 
health  care  costs  directed  toward   dental  care   (Table  S, 
Coluan  E).     The  nearly   one-half  of   all  health   care 
expenditures  for  dental  expenses   is  disproportionate  tc  to 
the  16.11  percent  allocated  to   this  category  by  the  Chilean 
CHPI- 

In  contrast  to  the  inforaaticn  in  Figure  10  showing  the 
strong  correlation   between  primary   care  utilization   anc 
income,   no  such  relationship  is  apparent  ancng  inccne  level 
and  the  proportion  of  incomes   devoted  to  health  care.   3e 
this  case,   Spearaan*s  rack   correlaticn  coefficient  shcus 
that  there  is  no   such  relationship   at  the   95  percent 
confidence  level   (Table  10).    The   absence  cf   a  strong 
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Figure  10: 


Ambulatory  Care  Visits  ty  Inccae  Grcuf,  1983, 


Data  source:  ILADES,  unpuhlished  SPSS  cofputtr 
print  out,  April  12,  1984,  Santiago,  Chile. 
Spearaan's  rank  ccirelaticn  cceificient 
calculated  ty   the  author. 


TAELE  9 

Per  Capita  Health  Care  Expenditures  ($DS)  ty  Program, 

1983 
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P-C-  P,C.  P.C. 

P.C.   Health*     J      Dental  %      Prim.  ted.    % 


— ^ 


1   Red. 
1   Progr. 

Income 
A 

Care  Exp, 
B 

.  B/A 
C 

Exp. 
D 

C/A  Care  Exp, 
E       F 

.  F/A 
G 

1   ISAPBEsa  1,735 

88 

5.  1 

24 

27.3 

26 

29.5 

1   Priiiate 
1   Doctor 

1,061 

262 

24-7 

2C0 

76.3 

32 

12.2 

1   Doctor 
1   Friend 

1,099 

165 

15.0 

97 

58-8 

13 

7.9 

i   Aroed 
1   Forces 

748 

427 

57.1 

1C4 

24.4 

16 

3.7 

I   FCNASAa 

555 

198 

35.7 

80 

40.4 

37 

18-7 

1   Other 
1   Public 

391 

172 

44.0 

24 

14,0 

12 

7.0 

1   SNSS 

189 

31 

16.4 

10 

32-3 

1 

3.2 

1   Average 
1 

t»39 

132, 

5 

30.2 

63 

48,0 

14.5 

11-0 

^Includes  priaar;  medical  care,  hospitalization,  pbamac; 
purchases,  and  dental  care. 

aExcludes  Bonthljf  payments  tc  public  cr  private  program. 

Source:  Medina,  n.d-,  lable  33. 
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relationship  between   inccflie  and   cash  disbursements   fct 
dental,  primary,   and  other  health  care  services,   suggests 
that  other  costs  in  the  form  cf  health  care  sithhcldings  and 
health  insurance  premiums  are  at  play. 


A 


1                           TABLE  10 

1       Income  and  Selected  Health  Care  Eipenditure 

1                      Correlaticns 

1     lype  of                 Spearman's  Eatk 

1    Expenditure              Correlation  Coefficiect 

1   Primary  Medical  Care            -613 

1   Dental  Care                   --i*52 

I   All  Health  Care                .351 

1   (P<.05). 

1   Correlations  calculated  by  author. 

1   Data  Source:  Table  9. 

-^ 


A  further  refinement  in  the   study  cf  the  relationship 
between  real  expenditures  and  the   medical  care  systens  «as 
sought  by  selecting  a  medical   system  that  is  representative 
of  high,  middle  and  low  income  groups.    Ey  focusing  on  just 
three  medical  programs,   the  differences  among  income  levels 
and  health  care  expenditures   can  be  emphasized.    Private 
medical  care  programs  (ISAPSEs,    Private  Dcctor,   Ecctcr 
Friend),  PON&SR  and  SUSS  programs  were  selected  from  Tatle  9 
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to  represent   the  high,    middle  and   lew  inccme   groufs 
respectively.    These   prograas  are  representative   cf  tte 
three  income  ranges  and   represent  apprcximately  80  fercert 
of  all  Chilean  medical  care   consumers  <Scarpaci,   in  press 
A). 

Boasehold  survey  data   on   the   nunfcer  o±  prcgras 
affiliates  who  incurred  costs  and  these  she   did  not  incur 
costs  sere  taken  from  the  Gallup-Oniversity  of  Chile  study 
of  Greater  Santiago  {Medina,   n.d) .   A  null  hyfcthesis 
stating  there   is  statistical  independence  ic  incurring 
health  care  costs  was  tested.    in  ether  fcords,   incurring 
health  care  costs  is  not  a  function  of  medical  prcgras 
affiliation  in  Chile.    A  Chi-sguare  test  measured  whether 
there  are  significant  differences  among  selected   users  cf 
various  Chilean  medical  systeas  {lable  11,  Panel  A),  ((enters 
of  the  three   medical  programs  were  assigned  to   cne  cf  two 
categories:   Those  that  incurred  EODse  nedical  cost  and  those 
that  received  medical  care  without  payment  at   the  tiae  cf 
delivery-   No  measure  of  the  aacunt  cf  cost  incurred  was 
included  in  the  Gallufi-University  of  Chile  survey.    A  Chi- 
sguare  measure  of  131.4  from  a   test  cf  the   three  groups 
exceeded  the  critical  level  of   13.81  (p<.001)   (Tafcle  11, 
Panel  B) .   Similarly,  tests  between  FCKA5A  and  S-N.S.S-,  and 
POSASA  and  the  private   practices,   showed  that  significant 
differences  exist.    Accordingly,   the  null  hypothesis  was 
rejected.   The  alternative  hypothesis  that  the  incurment  of 
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cost  is  not  a  random  process  was  accepted-    It  is  concluded 
that  nedical  progran  affiliation  in  chile,   which  is  clcsely 
bound  to   income  levels,   has   sone  bearing   on  incurring 
nedical  care  costs. 


A) 


TAEIE  11 

Chi-square  Test  of  Health  Sjstea  Affiliation  and 
Incurring  Costs,  Chile,  1983 


Munber  of  Affiliates  in  Sample 


Incurred  Costs?    S.S.S.S.     FOHASA      Private*   Ictal 


YES  71  43  89        iC3 

NO  115  13  24        152 


Total  186  56         113        355 

Data  source:  Hedina  (n.d.,  p.  37,  latle  32).  Costs 
include  ambulatory,  dental  and  hospital  care,  and 
pharmaceutical  purchases. 

♦Private  care  includes  private  medical  centers,  solo 
practitioners,  ISAPflEs,  and  physicians  who  are  friends. 


B) 

Chi-square  Besults 

Health  Systems  tested       Chi-Sguare  Critical  B€gion# 

S.N.S.S.  ,  FOHASA 

and  Private  Sector 
S.N.S.S.  and  FONASA 
FCNASA  and  Private  Sector 


■^"^^                 '  '           ^ 

31.43 

13.82 

93.23 

13.82 

79.66 

13.82 

~^ 


fSignificant  at  p<-001- 
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Summary  and  Conclusion 

Ihis  chapter  has  coatined   naticnal-le vel  data  frcn  the 
National   Statistics  Institute   cf  Chile   and  two   1983 
household   surveys   of   health   care   expenditures   and 
utilization  in  assessing  the   differential  inpact  cf  health 
cace  costs  and  inflation  on  consuiaers.    At   the  naticnaJ 
level  it  was  found  that  although  aedical  care  inflaticn 
stopped  rising  faster  than  the  CPl  in  1982,   wages  and 
salaries  failed  to  keep  pace   with  the  frices  of  medical 
services  and  products  (CWEI)-    Medical  consuaers  lost  atcut 
one-fifth  of  their  purchasing  power  between  1978  and  1983. 

neither  the  deaand-pull  nor  the  cost-push  theories  cf 
medical  care  inflation  adeguatelj   account  for  medical  care 
inflation  in  Chile.   fiather,  the  data  analyzed  here  supfcrt 
the  argument   that  health  care  policies   in  Chile   have 
established  the  legal  framework  for  the  financing   cf  both 
public  and  private  medical  programs,   have  forced  acre  cut- 
of-pocket  payments  froa  consuaers  tc  acquire  the   saae 
utilization  levels.   ihe  relative  cost  of  medical  care  has 
increased  while  consumer  purchasing   power  has  decreased  by 
about  one-fifth  of  its  1978  levels. 

Moving  beyond  the  national   level,   the  analysis  then 
turned  to  realized  aedical  care   costs  in  Greater  Santiago- 
Household  survey  data  frca   1983  revealed  several  iapcrtant 
relationships.    The  utilization  of  primary  medical  care  is 
strongly  and  positively  related  tc  income  levels-    This  is 
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congruent  with  the  general  literature  on  the  the  utilization 
of  aedical  services  in  the  United  States  (Shcrtell,   1S80). 
Moreover,   this  finding  suggests   that  Chilean  health  care 
policies  are  moving  toward  mere   personal  financing  and  less 
state  subsidy  in  the  delivery  of  medical  care-    Atcut  ore- 
half  (48  percent)    of  all  health  care   expenditures  among 
those  surveyed  were  for  dental  care  (P.edina,  n.d.).   Eecause 
coQsaaers  in  a  variety  of  international  settings  frequently 
curtail  dental  care   in  tiaes  of  econcmic   hardship  or  when 
other  nedical  needs  are  pending  (Fohn  and  White,  1976),   it 
can  be  concluded  that  latent  demand  fcr  dental  care  in  chile 
is  both  unmet  and  strong,  or  that  it  is  a  status  syatcl  cr  a 
superior  good. 2 

More  refined  survey  data  are   needed  to  identify 
differentials  in  total  health  care  expenditures  anong  inccse 
groups.   Ihe  data  reviewed  here  indicate  that  health  care  is 
costlier  for  niddle-incone  groups  in  FCNASA  than  for  lc«er- 
or  upper-income   users  in  the  SKSS   or  ISAFBI  prograns 
respectively.    Part  of  this  increased  cost  fcr  FCKASA  users 
is  evident  by  the  increases  in  health  care  withholdings  fros 
U  to  6   percent  in  recent  years,   and  the  ccst  of  medical 
vouchers  (Figure  9).    Future  research  should  consicer  the 
cost  of  premiums  and  withholdings   in  assessing  medical  care 
costs  in  Chile  and  whether  consueers  actually   "sense"  tte 


2  The  author  observed  that   working-class  Chileans  had  acre 
gold  dental  work  than  the   ncn-working  class-   The  use  of 
gold  in  dental  protheses  is  conaon  in  Chile  and  is  likely 
to  be  considered  a  superior  gccd  among  some  groups. 


101 
loss  in  wages  and  salaries-   In  the  D.£-   there  is  evidence 
that  iBost  consumers  are  insensitive   tc  certain  increases  in 
preaioss  (HcCracken,  1984). 

This  chapter   has  measured  the  differential   costs  cf 
sedical  care  and  medical  care   inflaticn  in  Chile  in  recent 
years  and  its  findings  underscore  the   deleterious  iafact 
that  health  care  policies  and  medical  care  costs  have  had  on 
the  Chilean  consumer.    Dnless  policy  reform   shifts  the 
financial  and  temporal  costs  cf  medical  care   frcm  niddle- 
and  low-income  groups   to  the  State,   the   disparities  in 
utilization  will  likely  widen. 
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CHAPTEB  IV 

HELP-SEEKING  BEfiAVIOB  OF  THE  DfiBAK  EOCR  lU  SAKTIflGC: 

CULTDBAL  AND  OEGAHIZATIOSAL  ASPECTS  CE  HEDICSL  CABE  ACCESS 


Introduction 
Ihis  chapter  analyzes   public-financed  primary  nedical 
care  in  Santiago  and  identifies  the  deteraiinants  of  consueer 
satisfaction  and  utilization  of  health  care  among  a  sample 
of  the  urban  poor.    In  so   doing,   the  work  provides  one 
evaluation  of  the  medical  care   delivery  system  in  Chile  and 
the  help-seeking   behavior   of  the   urban  poor.    A 
representative  sample  of  140  users   cf  primary  medical  care* 


»  Given  an  estimated  service  populaticn  cf  35,000  users,  the 
selection  of  a  representative  sample  is  as  follows 

2     2 
n  =  t  pq/d 
o 

where:      n  =  estimate  cf  sasple  size 
o 

2 

t  =  the  number  cf  standard  errors 

within  which  lie  the  confidence 
intervals 

p  =  proportion  cf  populaticn  having 
cne  characteristic 

g  =  proportion  cf  populaticn  having 
the  second  characteristic 

2 
d  =  the  acceptable  errcr  limit 
Since  the  number  of  residents   who  rely  on  Villa  C'Higgins 
as  a  regular  source  of  care  is  net  known,    the  sairple  is 
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was  taken  fcois  the  S.N.S.S.   operated  Villa  C'Higgins  clinic 
in  southeastern   Santiago  (figure   11)-    Patients   were 
administered  a  structured  guesticnnaire  for  about  15  minutes 
after  thej  met  with  one  of  four  primaiy  care  physicians.  Ihe 
patients  interviewed  were  told  that   the  interviewer  was  an 
independent  researcher   who  was   not  affiliated   with  the 
S^S-S.S.   The  guestionnaire  (see  latle  12  for  variable  list 
and   Appendix   I   fee   the   original   Spanish-language 
questionnaire)   was   administered  in   the  Chilean   spring 
(Noveater  1983),   a  season  when  the  weather  is  moderate  and 
its  influence  on  health  status  is  minimal  (Medina,  n.d.) . 

Divided  into  four  major   sections,   the  chapter  tecics 
with  an  overview  of  the  administrative  and  social  context  of 
the  Villa  O'Higgins  clinic-   The  next  section  presents  tte 
socioeconomic  profiles  of  users   anddescribes  their  passage 
through  the  medical  care  system-    Ihe  section  consists  cl 
four  separate  but  related  subsections:   1)   individual  and 


maximized   by   setting   the    proportion   to   50   percent. 
Applying  the  formula  is  as  fellows: 

2  2 

n  =  1-96  (.50  X  .50)/. 085 
o 

n  =  3-84  (-25)/.CG'?23 
o 

n  =    -9601J/-00723 

o 
n  =    132.84 

o 

Thus  a  sample  of   133  patients  was   selected  at   the  9  1.5 
percent  confidence  level. 

See  G.  E.  A.   Dever,  CcgmunitT  Health  Analysis,  Baltimcre: 
Aspen,  1980,  152-54. 
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Figure  11:   Distance  Vectors  Between  Fesidences  acd  Villa 
O'HijgiEs  Clinic 


TABLE  12 
Qoestionnaire  Variables 
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Label 


Definition 


Keasur6B€nt 


rval 

rval 

rval 

rval 

nal 

rval 

nal 

nal 

rval 

nal 

nal 


ABLEHEN  Hales  over  ia  not  studying  inte 

ABLEHICH  Honen  over  11  not  studying  inte 

ADOLIS    Number  cf  adults  in  hcusehold  inte 

AGE      Age  of  patient  treated  inte 

CLIHBAR  Clinic-imf osed  difficulties  nomi 

CLIMCAMB  Clinic  changes  in  last  5  jears  inte 

CIIHLIKE  Liked  anything  about  clinic  noni 

DISLIKE   Disliked  anything  afccut  clinic  nomi 

DEPBAIE   Toung  +  old/hcusehcld  size  inte 

DCCPBEF  Prefer  private  dcctcr  nomi 

DOCSEIEC  Able  to  see  preferred  doctor  noni 
DBOGTEST  Receipt  of  drug  or  test  cited 

as  reason  for  care  evaluation  nominal 

FAHMOSE   Use  of  phamacy  nominal 

FEMHEAD   Penale-headed  household  nominal 

FEMINPOH  Bonen  in  infornal  sector  interval 

FOODSXP  Household  aonthly  food  expense  interval 

POODPEB   Food  expenditures  per  person  interval 
GOCDCABE  Doctor-related  attribute  in 

appraisal  of  care  nominal 

GOIDHDG   Receipt  of  drug-test  at  clinic  noninal 

HEBEOSE  Oses  herbal  remedies  nocainal 

HOSPITAL  Ever  attended  at  hospital  nominal 

HHSIZE    Household  size  interval 

HHMOINC   Household  monthly  income  interval 

KIDCABE  Child-care  ccncerns  nominal 

KILCfl     Vector  distance:  home-clinic  interval 

LIECTC   Presence  of  children  under  5  noninal 

BENINFOR  Number  of  men  in  informal  sector  interval 

HENSTDNT  Number  cf  men  over  ^^   studying  interval 

MOMKID    Mother  bringing  child  for  care  noninal 

NINA     Number  cf  girls  in  household  interval 

NINO     Number  of  boys  in  household  interval 

PEBCAP   Per  capita  household  inccBe  interval 

PEBEOOB  %   poor  in  users*  neighborhood  interval 

PEHHEN   Men  in  state  work  programs  interval 

PEHSOM    Women  in  state  work  programs  interval 

PBEFPBIV  Prefer  private  dcctcrs  rominal 

PBIVDOC  Ever  attended  by  private  doctor  noninal 

PBOXIH   Lives  close-far  Irci  clinic  nominal 

POSIA    Attended  at  first-aid  station  nominal 
QOALCARE  Evaluation  of  care  (very  good, 

good, fair,  bad,  very  tad)  ordinal 

SEX      Gender  cf  patient  intervieiied  nominal 


106 
Table  12  ccntiDued 


Label    Definition  Keasurement 

— ^ 


SIAIEHEN  Male  workers  in  state  programs  interval 

STATESOM  Female  workers  in  state  programs  interval 

STAFCAHB  Thought  staff  changed  a  lot  nominal 

SUGGEST  Saggestions  fcr  iBprcving  clinic  nominal 

1RAVTIHE  Travel  time  to  clinic  interval 

BAITIHE  Malting  time  at  clinic  interval 

HHIDEIAY  Patient  delay  in  seeking  care  interval 

HOMSTDNT  Adult  female  students  interval 

HOBKBAIE  Adult  wcrkers/all  adults  interval 


household  profiles;  2)    the  spatial  behavior  cf  consumers;  3) 
patients  at  the  clinic;   and  *J)  the  outcome  of  treatnent  in 
terms  of  the  frequency  of  utilization  and  the  perceftion  of 
care.   The  following  section  uses  two  multivariate  models  in 
predicting  types  of  help-seeking  behavior-   Cne   model  is 
comprised  of  demographic  (econonic  and  household)   variables 
and  the  other  is  based  on  organizational  variables  trcs  the 
clinic  and  the  patients'  neigbbcrhocds.   These  demographic 
and  organizational  models  of  care  attempt  tc  select  tie  test 
predictors  of  the  frequency  cf  medical  care  atilizaticn  and 
consumer  evaluation  of  that  care.   A  final  section  discusses 
and  summarizes  the  belp-seeking  behavicr  of  the  urban  peer 
and  draws  on  comparable  experiences  both  nationally  and 
internationally.   The  implications  of  consuners  preferecces 
for  public  or  private  providers  is  considered   in  light  cf 
the  gradual  privatizatcn  of  medical  services  in  Chile  in 
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general,  and  the  administrative  transfer  in  recent  jears  of 
S.N.S.S.  facilities  to  nunicifal  nanagenent. 

The  Health  Care  Setting 
The  S.N.S.S.   operated  64   priiaary  care  facilities  in 
Hetropolitan  Santiago  in  1983.     These  facilities  are  the 
first  point  of   entry  into  the  potlic   nedical  care  system- 
Referrals  (interconsultas)   for  secondary  and  tertiary  caie 
are  aade  at  this  level.     For  this  reason,   evaluation  ct 
medical  care  and   ccnsuoer  utiiization  at  this   level  is  an 
important  component   of  primary  medical  attention   and  the 
continuity  of   care  at   higher  levels   cf  sf ecializaticn. 
Although  each  S.N.S.S-   facility   has  a  designated  service 
area,  indigents  and  blue-collar  workers  (obreros)  whc  lack  a 
regular  source   of  care   may  attend   any  facility   in  tbe 
country  without   financial  cost-     The  llilla   C'Biggins 
S.N.S.S.   facility  was  selected  tor   this  study  because  it 
provided  approximately  the  metccpclitan  average  of  ph;sician 
hours  worked  weekly.    Three  female   and  one  male  physician 
each  worked  there  tcrty  hcurs   weekly.    Ihe  clinic  lies  at 
the  periphery   of  the   urban  area   as  do   most  low-inccae 
districts  in   Santiago.   Clinic  users  wcrk   in  occupations 
common  among   the  urban  poor   in  Chile:    government  wcrk 
programs,   the  informal  sector   (ambulant  vendors,   waste 
recyclers,  parking  attendants)   low-skilled  laborers,   ard 
domestic  servants.   La  Florida   Municipality,   where  Villa 
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O'Higgins,   is  located  is  well  served  by  a  putlic 
transportation   netvock   for  intra-   and   inter-municipal 
travel. 

Consuaer  and  Househcld  Attributes 
Socioeccnon ic  and  Help-Seeking  trcfiles 

Of  the  patients  inteivieiied  in  this  survey,   73  percent 
were  female  and  one-tjuarter  were   mothers  whc  brought  their 
children  in  for  nedical  examinations.    None  of  the  patients 
sought  contraceptives  cr  family  planning  counseling  as  these 
functions  are  handled   in  another  section  of   the  facility 
during  certain  morning  hours,   ihe   population  was  middle- 
aged  (M=35) -    Acute  care  patients  comprised  66-1  percent  of 
the  sample  and  the  rest  were  chrcnic-care  patients  for  such 
treatment  as  diabetes,   high-blood   presure  and  alcobclisn. 
Leading  illnesses   within  the  last   titc  years  for   the  <4C 
percent   who  were  chronic-care   patients  were  pulmonary 
diseases  (24  percent),   degenerative  diseases  (15  percent), 
non-pulmonary  infectious  diseases  (12  percent),  and  ciatetes 
(9  percent)  . 

The  use   of  modern   versus  traditional   nedicines  kas 
addressed  by  the   questionnaire.    Erescripticn   and  non- 
prescription drugs  are  sold  in  pharmacies  in  Chile,  and  one- 
third  of  those  interviewed  rely  on  the  pharmacy  as  a  regular 
source  of  medicaticn  cr  advice.   Clerks,    managers, 
pharmacists,   and   even  shoppers   in  Chilean   pharmacies 
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frequently  give  health  caxe  advice-    However,   traditiccal 
medicines  are   more  prevalent  than   modern  fharaaceuticals. 
Hore  than  half  (59  jercent)    used   hertal  remedies  in  the 
form  of  teas,   unguents  and  purges  while  only  two-thirds  (36 
percent)   used  the  pharmacy  regularly-   Herbal  resedies  are 
widely  sold  by  street  vendors  and  shcfkeefers. 

Patients  came  troo  large  and  poor  households  that  spend 
most  of  their   incose  on  food.    Ihese   households  were  en 
average  larger  (5.0   versus  4-6}   than  the   municipal  Dean 
(Hunicipality  of  La  Florida,   198t|)  .    A  household  monthly 
income  average  of  8,200  pesos  (atout  C.S.   3100.00}  revealed 
that  most  families   fall  below  an  often   cited,   although 
unofficial,  poverty  level  of  12,000  pesos  (Sistema  de  Salud, 
16  November  1983) -   Three-quarters  (76  percent)  of  household 
income  was  spent  on  food,  a  disproportionate  aracunt  ccnpared 
to  the  12  percent  of  the  Consumer  Erice  Index  that  leasures 
food  price  changes  in  Chile  (INE,  1983).   This   large  outlay 
for  food  may   account  for  the  consumers*   dependence  oo  the 
clinic  for  most  of  their  prescribed  drugs  which  are  free. 

Household  monthly  income  showed  a  moderate  and  positive 
correlation  with  the  number  of  working  men  (.38)  and  working 
women  outside  of  the  home  (.28)  (p<.001).    The  significacce 
level  (p<-001)   indicates  that  there   is  one  chance  cut  cf 
1000  that  the   null  hypothesis  set  up   for  this  correlation 
test,   stating  that  there  are  no  statistically  significant 
associations  between  monthly  household  income  and  the  r.uiter 
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of  working  men  and  women  in  the  household,    shculd  le 
rejected  when  in  fact  it  is  true.   Eut  another  «aj,  there  is 
just  one  chance  in  1000  that  the  strength  of  the  correlation 
between  the  two  variables  is   a  function  of  sampling  error, 
producing   spurious  results-     Per  capita  income   was 
negatively  related  to   the  presence  of  children   five  years 
old  or  younger  in  facusehclds  (-.31)  ,   the  need  to  find  child 
care  when  adults  attend  the  clinic  (-.29)   and  waiting  tiae 
at  the  clinic  (-.31)   (p<,001).    The  relationship  tetween 
waiting  time  and   per  capita  inccse  ccncurs   uitli  cosments 
Bade  to  the  author  that  auxiliary  staff   give  preferential 
treatment  to  better-dressed  patients  and  that  seme  ccnEumers 
are  able  to  pay  people  to  wait   in  line  for  tiiem  as  early  as 
Q:30  A.n.   until  the  numbers  for   the  gueue  are  alloted  at 
7:30  A-H. 

The  expected  pcsitive  relationship   between  the  nnrnfer 
of  working  adults   in  the  household  and   income  levels  was 
found.    Almost  one-third  (29   percent)   of  all  households 
lacked  adult  male  workers  and  were  accordingly  classified  as 
female-headed  households  (FEBHEAD).    FEHHEAE  ejhitited  the 
expected  relationship  with  the  number  of  working  men  (-.53), 
working  women  (.40),   and  men   in  the  infernal  (-.27)   and 
formal  (-.32)  sectors  of  the  economy  (p<.001).    Differences 
in  employment  were  found  between  the  sexes.   Government  work 
programs  were   the  greatest  scarce   of  employment   for  men 
whereas  the   informal  sector  provided  the  main   source  cf 
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incone  fee  wonen.    About  twice  the  picpcrticn  cf  fsen    (IS, 8 
percent)  as  vomen  (11.8  percent)  nere  unenployed. 

Coopoundiny  the  econcniic  pressures   trcught  en  tj  adult 
anemplcyaent  Mas  a  high   dependency   latic  cf  2.2  unesployed 
household  meabers  (unemployed  adults,   children,   retirees, 
students)  for  each  wage  earner.    Tweoty-twc  percent  cf  the 
hooes  had  pensioned  retirees.   Working   outside  of  the  hcae 
vas  also  different  tor  sen  and  wcffen.   Shile  cine  cut  cf  ten 
households  had  at  least  one  aale  Horker,   only  58  percent  of 
the  households  had  HomeD  vho  wcrked  outside  the  hcne.   Gii>en 
this  jender  difference,   it  is  not  surprising  that  hcusebcld 
incoae  vas  more  strongly  correlated   iiith  the   nuaber  cf 
working  women  (.37)   than  with  working  men  (.28)   (f<.001). 
Although  the   correlation  coefficient  for  the   nomfcer  cf 
working  aen  is  greater  than   the  coefficient  tor  the  nunter 
of  working  women,   a  z-test  outlined  ty  Agresti  and  Agresti 
(1979,  318-19)   revealed  that  the  correlation  values  are  ret 
significantly  different  from  each  other- 

Spatial  Eehavior  of  Patients 

Geographic  barriers  to  aedical  care   in  the   fcro  cf 
geoaetric  (linear)   distance  and  travel  tiae  were  deterrents 
for  patients  at  Villa  O'aiggiDS,   Half  of  the  patients  lived 
within  .7  ka.   from  the  clinic  (SC=-86)  and  atout  twe-thirds 
(62.1  percent)   reached  tie  clinic   in  ten  ninutes  or  less 
(n=13.73,   SD=12-29).    All  but  two  patients  came  ircn  the 
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resident  municipalitj   even  though   the  clinic   is  located 
close  to  nunicipal  boundaries   (Figure  11).    Because  their 
medical  indigence  is  certified  by  La  Florida  social  workers, 
it  is  likely   that  the;  can  be  aore  easily   treated  in  tfce 
county  where  they  reside.    Patients   cverwhelaingly  (85 
percent)  felt  that  they  lived  close  to  the  clinic  and  nearly 
the  sane  proportion  (86  percent)   walked  there.    Financial 
costs  of  travel  vere  incurred  by   9  percent  who  travelled  by 
bus  and  possibly   for  those  who  travelled   by  autcniotile  (1 
percent) . 

Patients'   perception  of   their   proxiisity  to   care 
(PBOXIfl,   1=close,   0=far  away)    is  corroborated  by  its 
correlation  with  the  distance-to-clinic  variable  {-.H2)      and 
patients  estimated  travel  tiae   (-.39)   (f<.001).    Hedian 
travel  tine  was  nine  ainutes  and  the  average   was  atcut  14 
minutes.   When  patients  were  asked   if  they   always  case  to 
the  clinic  when  they   were  ill,    85  percent   answered 
affirmatively,   suggesting  that  they   depend  heavily  ob  the 
medical  care  at  Villa  O'Higgins.  Beascns  for  attending  Villa 
O'Higgins   were  that   they  felt   they  had   a  rights   (je 
corresponde)   to  use  the  clinic   (UU  percent) ,   it  was  tfce 


*  A  number  of  possible  translaticns  exist  for  me  corresponde 
and  me  pertenece.    Given  the  intonation  in  the  voice  and 
the  strong  affirmation  in  responding  to  the  question  about 
why  they  came   to  the  clinic,   it  sceas  safe   to  take  a 
figurative  translation  cf  the  responses.   literally,  their 
answers  were  "I  belong  here"  or  "I  am  assigned  here."   Eut 
when  the  phrase  me   corresponde  or  je  pertenece  is  used  in 
Chile  and  it  refers  to  social  programs,  it  usually  implies 
that   a  service   is  legally   condoned  and   they  are   a 
designated  beneficiary. 
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closest  clinic  (33  percent)  ,    they  lacked  nedical  ccverage 
(10  percent),   and  that  the  care  at  the  clinic  was  yccd  (10 
percent)  • 

One  aeasure  (PEBFCGB)  of  the  Nellbeicg  of  the  patiects' 
neighborhoods  was  taken  fioa  an  ca-going  government  sutvey.^ 
The  range  of  the  percent  poor  in  the  neighhcrhoods  ct  these 
sampled  Has  froa  6  percent  tc  25  percent  with  a  tctal  saniple 
average  of  18.7  percent  (SD=3-6).  EEEPCOE  was  soderately 
correlated  (-.36,  p<-001)  with  the  distance-to-clinic 
variable  (KliOH) ,  attesting  to  the  relatively  good  location 
of  the  S.H-S.S-  facility  in  a  Icw-incoae  district. 

Patients  at  the  Clinic 

Patients   interviewed  at   Villa   C»Higgins  had   auch 
experience  with  health  care  providers  in  both  the  public  and 
private  sectors.  Nearly  all  (95  percect)  had  been  treated  at 
the  first-aid   station  (posta)   and   74  percent   had  beet 
hospitalized  at  least  once.   A   Chi-sguare  test  revealed  no 
statistically  significant  differences  between  presence  cr 


3  The  C.A.S.    (Comite  de  Accion  Social)   is  a  standard  cf 
living  survey  coordinated  by  the   Hinistry  cf  the  Interior 
and  carried  out  by  nunicpal  governments.   The  survey  is  a 
aeasure  of  the  physical  conditions   of  hones  and  does  net 
include  questions  of  income.   All  persons  wishing  housing 
subsidies  and  free  health  care   must  submit  to  a  hcusehcld 
survey.  Responses  are  weighted  and  produce  a  sunaary  score 
of  standard   of  living  which   is  then  divided   intc  five 
groups.   Those  households  with  scores   in  the  first  three 
groups  are  classified  as  "extrenely   poor"  and  are  able  tc 
receive  state  benefits.   The  PEEPCOB  variable  used  in  this 
study  measures  the   percent  poor  according  to   the  C.A.S. 
data. 
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absence  of  hospitalization  and  gender.    Eligbtly  less  than 
half  (16  percent)   cf  the  patients  had  seen  a  private  ccctor 
either  because  they  had  medical   coverage  or  once  had  money 
to  see  one   (48  percent),   needed  to  see  a  specialist  (3  1 
percent),  or  required  urgent  care  (17  percent)   (preferences 
for  private  against  public  care  are  discussed  later).   Rest 
patients  (70  percent)   interviewed  had  been  using  the  Villa 
O'Higgins  facility  for  the  last  five  years  and  a  small 
percentage  (20  percent)   had  changed  facilities  just  occe  in 
that  same  period,    implying  that  the  user   pcpulaticn  uas 
fairly  stable- 
Three  questions  examined  potential   hindrances  tc  care 
as  a  result  of  the  patient's  job  obligation,   househclc 
responsibilities  and  the  administrative  structure   cf  the 
clinic.    The  first  question  showed  that  two-thirds  came  tc 
the  clinic  as  soon  as  they  became  ill  cr  noted  symptcms,  and 
vere  attended.   Among  those  that  did  not  receive  care  at  the 
outset  of  illness,   the  reasons   were  "came  tut   was  net 
attended"  (19  percent),   "took  heme  remedies   tut  illness 
worsened"  (14   percent),    and  "wcrk-iela ted   probletts"  (4 
percent).   That  one  of  five   patients  returned  because  they 
were  net  attended   en  previous  visits  (either   because  they 
tired  of  waiting   or  could  not  be  seen)    would  indicate  a 
shortage  of  medical  personnel-   Cnly  a  small  proportion  tcok 
home  remedies   and  this  concurs   kith  the  small   rcle  that 
herbs  and  pharmaceuticals  from  the  pharmacy  play   ic  self- 
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care.    Although  only   <*  percent  delayed  in   Eeeking  care 
because  of  work-related  problems,   it   is  important  to  ccte 
that  all  Chileans  who  work  in  the  formal  sector  are  execfted 
froa  work  for  the   purpose  of  a  medical   visit,    A  cress- 
classification  showed   that  those   workers  who   dcla^fed  in 
seeking  care  were  informal  sectci  workers. 

Child  and  nursery  care  concerns   became  evident  in  tlie 
survey,   but  they  did  not  form   a  aajct  hindrance  to  care- 
Child-care  concerns  were  not  applicatle  to  halt   ct  those 
surveyed  because   children  were  net   in  the   home.   Khen 
children  lived  in  the   home,   significant  others  (friends, 
neighbors,   spouse)   watched  children  in  35  percent  cf  the 
cases,  ^H     percent  said  that   the  children   looked  after 
themselves,   and  11   percent  brought  the  children   tc  the 
clinic  because  the   mother  had  nc  alternative   but  tc  bring 
then  with  her.    Although  three-quarters  of  the  interviewees 
were  female,  child  care  was  not  a  barrier  to  seeking  medical 
assistance  for  women. 

A  third  question  assessed  possible   barriers  to  care  by 
asking  if  any  difficulties  "were  placed  on  you  by  the  cliric 
in  getting  care."    Two  cut  cf  three   patients  (68  percent) 
claimed  they  experienced  no   clinic-related  difficulties. 
The  chief  clinic-related  problem  was  that  the  social  wcrkers 
or  auxiliary  personnel  (who  assign  patients  to  queues)   were 
discourteous.    Patients  and  staff  contend   this  conflict 
usually  centers   on  whether   or  not   the  patient   has  an 
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alternative  source  cf  caie  or  is  indigentn.    Cne-guarter  cf 
all  patients  had   to  show  either  a   S.N.S.S.   medical  car€ 
provision  card  (15  percent)   cr  a  residency  certificate  Iron 
the  Villa  0»Higgins  service   area  {9  percent).   Beguesting 
certificate  of  residency  is  not   a  reguired  procedure  since 
all  persons  without  enplcyer-spcnsored  care  aay  be  attended 
at  any  S.N.S.S.   facility-     The  clinic  reguested  partial 
payment   for  drugs   or  tests   frcn  only   2  persons   (1-5 
percent)-  Thus  the  majority  of  patients  felt  that  th€  clinic 
did  not  iopede  care. 

A  common   feature  in   state-run  primary   care  centers 
around  the  vorld   is  the  inordinate  waiting   time   i:€tH€€n 
arrival  and  examination,  Therefore,  it  was  not  surprising  to 
find  a  U.2  hour  mean  waiting  tine  (SD=1.95)-   Unpredictat ly, 
however,   there  was  nc  relationship  between  waiting  time  and 
expressed  guality  of  care.  Some  adults  reported  that  younger 
family  members   wait  in  line  for   thea  in  cider  to   get  a 
number  from  the  limited  allotment  of  daily  examiaaticns,  and 
this  may   account  tor  the   lack  cf   ccirespondence  between 
waiting  time  and  guality  of  care. 

Patients  were   asked  open-ended   guesticns  ccncerning 
their  single  greatest  dislike  and  like  about  the  cliDic-   Cn 
the  one  hand,   half  (t»9  percent)   of  the  people  interviewed 
did  not  express  a  dislike  about  the  clinic.   A  lengtfcy  wait* 


♦  O.S-  standards  regarding  the  tiBe  fcr  primary  care  (except 
in  emergency  rooms)  are  clearly  net  cciDparable.    fchat  is 
evident  throughout  the  Chilean  medical  system,  as  in  ctter 
socialized  medical   systems,   is  the   complacency  among 
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(21  percent),  poor  treatment  by  the  staff  (19  percent)   and 
lack  of  cleanliness   in  tfce  vaitlcg  area   and  restrccos  (5 
percent)  were  the  leading  ones.   Cn  th€  otter  hand,  tcur  of 
five  had  something  good  tc  saj   atcnt  the  clinic.   Eighty- 
three  percent   of  the   patients  cited   a  physician-related 
factor  (the  doctor  touched  them,  listened  attentively,  €tc.) 
as  their  greatest  like. 

Lastly,   the  gaestionnaire  posed   three  guestiors  ttat 
examined  patient  views   cn  the  ccctinoity  of   care-   Sixty 
percent  said  that  physicians  are  rotated  often-   Eespitc  the 
alleged  turnover  of  dcctcrs  at  the  clinic,  half  (5  1  percent) 
of  the  patients  said  they  were   able  to  select  the  physician 
of  their  choice.   All  140  patients  said  that  they  would  like 
to  be  eianined  by  the  physician  of  their  choice- 

Outcqmes  of  Care 

frequency  of  atilizaticn. 

Having  described  the  individual   and  hcusehold  profiles 
of  the  consuBiers,   their  spatial   behavior  in  seeking  care, 
and  their  experiences   at  the  clinic,   the   discussion  new 
turns  to  the  descriptive  indicators  of  the  cutcomes  cf  care. 
This  section  presents  the  patients'   perception  of  tte  care 
given   and  whether   or  not   tests   cr  Dedications   were 
prescribed  to  them.   This   section  intentionally  excludes  a 


users.   Long  waits  become  a  norn  and  a  cost  that  the  user 
must  pay. 
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clinical  appraisal  of  the  correctness  of  medical  treatnect 
and  patient   compliance   with   physician   advice   (see 
Donabedian,  1980,  Chapter  2)-  Instead,  attention  is  giv€r  tc 
the  perceptual  evaluative  facet  of   care  because   acst 
S.N.S.S.    consumers  lack  the  purchasing  po«er  to  s€€k  help 
elsewhere.    These  consuaers  effect   very  little  change  in 
their  medical  systea.    Ihey  have   no  input  into  imfrcving 
certain   aspects  of   the  health   care  setting   (facility 
cleanliness,  comfortable  waiting  area)   nor  can  they  denacd 
more  personnel  or  types  cf  specialists-    S-K.S.S.   users 
remain   the  least   influential  agents   in  a   hierarchical 
medical  system  where  decision   making  is   totally  outside 
their  control- 
One  outcome  of  medical  care  was  the  frequency  of  visits 
to  Villa  O'Eliggins  in  the  last  year  (FBECVIS).    Eatients 
interviewed  averaged  6-4  visits  per  year  with  a  range  cf  cne 
to  30  visits  (SD=6«i().    (Comparative  figures  are  difficult 
to  cite  because  this  study  surveyed  only  users-   However,  a 
recent  health   survey  fcund   that  Santiago   residents  who 
claimed  the   S-N.S.S.   as  their   regular  source   of  care 
averaged  0-98   visits  per   year  (Medina,    n, d, ,   28))- 
Onexpectedly,   a   Chi-Sguare  test  revealed   nc  significant 
differences  between   the  frequency  of  visits   among  chrocic 
and   acute  care   patients,    This   lack   of   expected 
correspondence  may  be   attributable  tc  the  large   nuater  cf 
mothers  who  frequently  bring  children  tc  the  clinic,  thereby 
increasing  the   number  of  visits   by  acute   care  patients- 
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One-guarter  (24.3   fercent)   of  all  patients   visited  the 
clinic  fcr  the  first  time  and  15  percent   had  attended  at 
least  12  tioes  in  as  many  months. 

Host  patients   passed  through  the  clinic   receiving  a 
prescription  drug  or  laboratory  test.    Eighty-five  [ercert 
of  the  patients  were  given   drugs  fron  the  clinic  fharnacj. 
About  one  third   of  the  patients  had  a   laboratory  test  cr 
examination  prescrited  at  the  clinic   cr  the  public  hcspital 
5  kiloneters  away. 

Satisfaction  with  Care. 

levels  of   patient  satisfaction  were  measured   ty  twc 
variables.   The  variable  EAS£CAB£  was  coded  as  a  dicfactcscus 
variable  for   the  following  question:    "Sas  it   easy  or 
difficult  to  get  care  at   the  clinic?"  Hesponses  were  ceded 
1=easy  and  0=difficult-   nearly  twc-thirds  cf  all  patients 
(61  percent)  said  that  it  was  easy  to  get  care.  Tie  EASECABE 
variable  was  correlated  with  ether   dichctcncus  variables: 
CIINIIKE  (specification  of  a  single  like,   .31,   p=.C001); 
travel  time  (IRAVTieE,  -.25,   p=-C034)  ;   and  whether  cr  Ect 
respondents  mainly  cffered  any   suggestions  when  asked  what 
improvements  could  be  made  to  increase  the  efficiency  cf  the 
clinic  (SUGGEST,    --39,   p<-CCl).   The   latter  variable 
indicates   that  suggestions   were  offered    when  it   was 
difficult  to  get  care. 

Given  the  importance  that  spatial  variables  have  played 
in  international  health  care  studies  (Kchn  and  lihite,  1976), 
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a  further  test   »as  incorporated  to  assess      the  strength  cf 
the  correlation  between  travel  tiae  (IBAVIIHE)   and  the  ease 
by  which  care  is  obtained  (EflSECABE).   Eecause  the  prcduct- 
BOfflent  correlation  is  best   suited  foe  continuous  varieties, 
the  point-biserial  correlation  method  was  used   to  test 
THAVTIHE  and   EASECABE-    The   pcint-tiserial  correlation 
technique  is  an  appropriate   test  when   one  variable   is 
continuous   (TRAVTIME)   and   the   other  is   dichotciscus 
{EASECABE)   (Isaac   and  Hichael,   1981,    168-72).   Its 
computation  considers  the   mean  travel  tine  fcr   those  that 
found  care  to  be  easily  obtainable  (!1=11.5  jainutes)   and  for 
those  that  did  not  (I!=15-9  minutes).     A  point-biserial 
correlation  coefficient  cf  -.192  (p=.05)    indicated  the 
strength  of  the  relationship  between   the  two  variables  was 
not  as  strong  as  originally  thought-  Since  both  the  frcduct- 
moment  and  point-biserial  correlation  methods  are  measures 
of  statistical  association  and   not  causality,    further 
discussion  is   delayed  until   the  secticn   ahead  regarding 
models  of  utilization  and  satisfaction  with  care- 

A  more  refined  outccBe  measure  cf  care  (QDALCABE)   iias 
coded  from  responses  to  the  following  question:   "Would  ycu 
say  the  medical  care  was  very  good,  good,  fair,  bad,  or  very 
bad?"   Care  was   generally  well   perceived  by   patiects. 
Besponses  were  as  follows:   very  good  (12.1  percent);   gccd 
(72-1  percent);  fair  (11.3  percent);  tad  (1.5  percent);   and 
very  bad  (0  percent).    CDALCABE  was  moderately  correlated 
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with  othec  dichotomcus  variables   (Tatle  13).    Desfite  the 
relatively  low  correlaticns,  the  relationship  is  sigtificant 
given  that  (i)   the  variables   in  Table  13  are  qualitative 
variables  and  thus  are  mathenatically  mere  difficult  tc 
produce  good  linear  fits;  and  (ii)   there  is  less  tisan  a  2 
percent  chance  that  the  relationships  are  the   result  cf 
unrepresentative  sanpling.    Variables  CLINIIKE  (e.g,  liked 
the  physicians,   the  receipt  cf  a  drug)   and  CISIIKE  (e.g., 
disliked  crowded  conditions,   long  wait,  staff  treatnent) 
correlate  with   QOAICAHE  in  the  expected  directions-   Ifce 
significance  of  the  HOSPIIAL  variable  is  mere  difficult  to 
decipher  given  that  about  three-fourths  of  the  patients  were 
hospitalized  at  least  once.     Cnly  the  GCODCARE  variable, 
which  measured   whether  or  not  the   doctor  examined   the 
patient  well  (asked  questions,   touched  and  talked  vith  the 
patient,  showed  interest  in  the  patient),  signals  a  specific 
factor  of  the  physician-patient  relaticoship- 

Egually  pertinent  to  the  discusicn   cf  quality  cf  care 
are  those  variables   that  were  expected  to   correlate  with 
QDALCABE  but  did   not,   Waiting  time  and   the  presence  or 
absence  of  clinic-imposed  barriers   were  expected  tc 
correlate  negatively  with  QDALCABE  while  the  receipt   cf  a 
drug   or  test   would  have   shown  a   strong  and   positive 
relationship.   However,  the  expected  relationships  were  not 
found.   A  causal  analysis  of  the  determinants  of  outcoiceE  cf 
care  follows. 
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TABLE  13 
Selected  Correlates  of  Quality  of  Care  (CUALCABE) 


Correlation 

Significance 

1   Variable 

Coefficient 

Level 

1    KICCARE 

--22 

.0103 

1   CLINLIKE 

.31 

.0001 

1   DISLIKES 

-.21 

-0117 

1   HOSPITAL 

-.26 

.002M 

1   GOCDCABE 

.26 

-ooie 

Responses  were  coded  l=yes  and  0=nc.  Variable  latels  nea 
the  following:  KIDCABE,  Did  child-care  ccncerns  atfect 
the  decision  to  seek  care?;  CLINLIKE,  Did  patients  like 
something  about  the  clinic?;  DISLIKES,  Did  patients 
dislike  something  atcat  the  clinic?;  GCCDCABE,  Did 
patients  evaluate  care  based  on  the  doctors'  bed-sice 
manner?  (i.e.,  asking  guesticns,  exaaining  the  patient) - 


Models  of  Patient  Otilization  and  Satisfaction 
The  discussion   aoves  beyond   a  review   of  the   best 
descriptive  indicators  of  the  outcomes  and  care   in  this 
section  fcy  using  least-squares   nethcds  to   identif j  the 
factors  underlying   the  three  outcome  measures   described 
above:   FEEQVIS  (the  number  of  visits   tc  the  clinic  in  the 
past  twelve  months) ,  EASECABE  (was  it  easy  (1)   or  difficult 
(0)  to  obtain  care)  ,  and  CUALCABE  (was  care  very  good,  gccd, 
fair,  poor,  or  very  poor?). 

Two  sets  of  variables  were   hypothesized  to  explain  the 
three  outcomes  of  care.   The  first,  demographic  variables, 
include  measures  of  family  size,    life  cycle,   age,   and 
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gender.   Because  they  are  fixed   attributes,   they  are  net 
easily  changed   by  adainistrative  intervention,    Lut  arc 
useful  in  identifying  group   needs.    Crganizational  models 
include  measures   of  procedures  perforacd  on   patients  and 
factors  that  influence  their  waiting   and  travel  tine.    In 
this  study,   additicnal  variables  were  added  to  describe  the 
ecological  conditions  of  users*  neighborhoods,  their  spatial 
behavior  in   seeking  care,    and  process   variables  that 
describe  their  treatment.   Unlike  the  demographic  model,  the 
organizational  model  is  subject   to  policy  cr  administrative 
intervention  (Shorten,  1980,  67). 

gtilization  of  Care 

Ihree  independent  variables  thought  to  be  predictors  of 
the  number  of   visits  to  the  clinic  in  the   last  year  were 
graphed  against   the  PEECVIS  variable.    The   logarithm  cf 
FBEQVIS   was  employed   because  ct   a   few  high   values. 
Interaction   was  tested   between  travel   time  and   linear 
distance  from  home  to   clinic  (IBAVTIHE^KIlCt!) .    A  general 
linear  model  (GIB)    was  then  used  in   selecting  the  best 
predictors  of  the  frequency  of   visits  to  Villa  C'Higgins  in 
the  last  year.    Six  variables  explained  26.8  percent  cf  the 
model  variance  (Table  15).    The  significance  of  the  F-value 
and  the  H-sguare   led   to  the   rejection   cf  the   null 
hypothesis.   In  turn,  the  alternate  hypothesis,  stating  that 
at  least  one   of  the  model  coefficients   is  ncnzetc,   was 
accepted  (Benson  and  RcClave,  1982,  nm) . 
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TAEIE  14 
Variables  of  Demographic  and  Orgacizaticnal  Models 


Variable 
Label 


Type  of 


Demographic  Hodel 


D€f initicB 


Measure Bent 


ABLEHEN 

ABLEMJiCM 

AGE 

PEHHBAD 

f EHINFOB 

FOODPEH 

HHSIZE 

KIDCABE 

LIFCYC 

HENINFOH 

MENSTCUT 

MCflKID 

PEfiCAP 

PfilVDOC 

SEX 

SIAIEBEN 

STATSBOM 

llflEIlL 

BOMSTDNT 

aOBKBATE 


Hales  o 
Women  o 
Age  of 
Female- 
Hofflen  i 
Pood  ex 
Househo 
Child-c 
Presenc 
Number 
Number 
Bother 
Per  cap 
Ever  at 
gender 
Nale  wo 
Female 
Chronic 
Adult  f 
Adult  w 


ver  14  not  st 
ver  11  not  st 
patient  treat 
beaded  househ 
n  informal  se 
penditures  pe 
Id  size 
are  ccncerns 
e  of  children 
of  men  in  inf 
cf  men  over  1 
bringing  chil 
ita  household 
tended  by  pri 
cf  patient  in 
rkers  in  stat 
workers  in  st 
-  or  acute-ca 
emale  student 
crkers/all  ad 


udying  interval 
udying  interval 
ed  interval 

eld  nominal 

ctor         interval 
r  person     interval 
interval 
noBiinal 

cnder  5     rominal 
ormal  sector  interval 
H   studying    interval 
d  for  care    nominal 

income      interval 
vate  doctor   roaiinal 
tervie*6d     nominal 
e  programs    interval 
ate  piogtams  interval 
re  patient    nominal 
s  interval 

ults         interval 


Organizational  Model 


interval 


nominal 
nominal 
nonlDal 
interval 


CLINCAMB  Clinic  changes  in  last  5  years 
DBDGTEST  fleceipt  of  drug/test  cited 

as  reason  for  quality  of  care 
DOCSEIEC  Able  to  see  preferred  doctor 
GCTDBOG  Receipt  of  drug/test  at  clinic 
KILOH    Vector  distance:  home-clinic 
PEBECOB   percent  poor  in  users'  neighfcorhcod    interva 
PBOXIH   Lives  close-far  from  clinic      nominal 
STAFCAHB  Thought  staff  changed  a  lot      nominal 
TRAVTIHE  Travel  time  to  clinic  interval 

iAITIKE  Baiting  time  at  clinic  interval 

«HIDE1AY  Patient  delay  in  seeking  care    nominal 

I 
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TABLE  15 
Predictors  of  Dtilization  (FBEQVIS) 


SOOfiCE 

MODEL 
EBBCH 
C  TOTAL 


DP 

6 
86 

92 


SOH  CF 
SQDABES 


HEAN 
SQDABE 


i    lALUE  PaCB>F 


25-925 
70.801 
9€.726 


1.321 

0-823 


5.251 


C.C0C1 


BOOT  HBAH  SQ-  EBEOB   0,907 
DEPENDENT  HEAS         6.429 


B-SQDABE  0-268 


VABIAELE 


I81EBCEPT 

MOHKID 

LIPCIC 

TBAVTIHE 

SAIIIBE 

TIHEILL 

TBA^TIHE* 

KILOM 


PASAHETEB 
DF     ESTIKATB 


1-190 
C.£19 
0.288 
C.012 
-0-  100 
-C-001 


1   -0.173 


SIANDAfiC 
EBBOE 

0-277 
0.221 
0-213 
C.C13 
0.051 
0.C06 

C.C07 


1  FOB  B: 
PABM.=0  PEOE.> 


5-37 
3.71 
1.35 

0.90 
-1-95 
-0.17 

-2.32 


C.CC01 

0.0004 
0-  1790 
0.3697 
0.0546 
0.8619 

0.C229 


-^ 


See  text  for  variable  defioiticns- 
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A  series  of  regression   trials  produced  six  independent 
variables  in   its  best   oodel:   half   were  crganizaticnal 
variables  and  half  were  demographic.    laken  as  a  «hcle,  the 
independent  variables  predict  that  the  most  frequent  users 
are  mothers  with  children  who   live  celativelj  close  tc  the 
clinic-    The  model  is  appealing   in  that  nearby  residents 
vith  children  under   the  age  of  five  would   be  expected  tc 
attend  more  often-   As  experienced  users,  tley  would  t€  acre 
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TAEIE     16 
Percepticn   of    Quality    Gate    (CUALCSIiE) 


^ 


SODfiCE 

HODEl 
EBBCH 
C  ICTAl 


DF 

H 
135 
139 


SOM    CF 
SQOARES 

13.227 
31-«42«» 
Jia.650 


REAM 
SgOABE 

3,3070 
0.2328 


f    VAIUE      PECE>F 
U-207         CCCCI 


ROOT  HEAN  SQ.  EBBOB  0.482 
DEPENDENT  V&B.  HEAV  2.950 


E-SQDABE    0.2962 


VAfilAElE 


ISTEBCEPT 

DISIIKES 

GOCCCABE 

DBOGTEST 

LIECYC 


PABARETEB  SIAHCABD   1  fCB  EC: 
DF   ESTIMATE     EBBCB    PARAM.=0 


i,  151 
0.39a 
0.622 
0.712 
-C.177 


0.1IJ4 
0.  138 
0.  117 
0.  1t|6 
0.082 


1t».89U 
2-86'4 
5. 308 
a. 892 

-2.  168 


PE0E>|1| 


0.0001 
0.0Ct<9 
0.0001 
0.0C01 
0.0319 


See  text  for  variable  definiticns. 
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familiar  with  clinic  cperaticns   thereby  waiting  less  time. 
Because  a  United   number  of  afpointmeots  are   provided  cue 
day  in  advance,   it  is  likely  that  these  who  live  closer  to 
the   clinic  would   have   greater   access  to   naking   an 
appointment.  Patients  or  their  designates  must  appear  at  the 
clinic  to  secure  an  appointment   with  the  physician  because 
patients  cannot  schedule  appointnients  tc  S.N.S.S.  facilities 
by  telephone.    Chronic  versus  acute  patients  (TIMEIIL)  were 
not  significant  predictors  of  utilization  as  suspected. 
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Satistactipg  with  Care 

Two   dependent    variables   addressed    patients' 
satisfaction  with   care.    The  first  cf   these  variables, 
QOALCABE,   was  best  predicted  by  four  independent  variatles 
(Table  16}   that  explain  about  30  percent  of  the  total  lecdel 
variance.    Variables  GOCDCAB£  and   DEUG1£ST  show  that  gccd 
medical  care  (i.e,  fhjsician  bedside  aanner  and  drug  cr  test 
receipt  respectively)   is  the   best  predictor  of  perceived 
quality  care.   Patients  from   ycutger  households  presuiafcly 
ase  fflore   oedical  care  for   pediatric  purposes   than  ctter 
patients  and  this  variable   (LIFCSC)   therefore  enters  the 
model.    Except   for  the  IIFCYC   varialle,   all   cf  the 
significant   independent  variables   are   organizaticnal 
variables. 

EASICABS  was   used  as  a   dependent  variable   in  this 
review  of   oatcoae  measures  of   care  for  several  reasons. 
Although  the  measure   is  a  dichctcmcus  neasure   of  whether 
care  was  easy  or  difficult  to  obtain,  it  is  pertinent  tc  the 
S.M.S.S.   consumer.    The  binary  variable  shows  no  graduated 
response  scale  but  can,   at  a  very  general  level,   pcint  to 
trends  about  cultural  and   organizational  aspects  cf  nedical 
care  accessibility.    It  will  be  recalled  that  nearly  three- 
quarters  of  the   respondents  said  that  the   quality  cf  care 
was  "good."    That  many   described  care   as  "good"   aigfct 
indicate  politeness  by  the   interviewee,   fairly  consistent 
treatment  of  all  patients  at  the  clinic,  or  a  ccmtination  cf 
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these  factors.    Ihus,  the  EASECABE  neasure  ccmpleoieots  the 
regression  results  a£  the  QOALCABE  variable. 

A  logistic   procedure  was   used  hecause   it  fits   a 
regression- like  procedure  to   models  with  binary  (0   cr  1) 
dependent  variables  (SAS,  1982).    Onlike  standard  multiple 
regression  procedures  vhich  use  ordinal  or  interval  seasures 
as   dependent   variables,    logistic   procedures   lack 
standardized  partial   regression  coefficients   and  B-Sguare 
measures. 

One  way  to  interpret  the  results  cf  logistic  regression 
is   the  use   of   predicted   proportional  effects   (Eurg, 
Crandall,  and  nuthard,   1985;   Henretta  and  C'Band,   1980; 
Herlove  and  Press,  ^S13)m        Predicted  proportional  effects 
are  the  predicted  changes  in  the  probability  of  gaining  €asj 
access  to   care  which  results  frci  a  unit  change   in  the 
independent  variables  when  the  respondent  would  otherwise  be 
predicted  to  be  at  the  mean  of  the  dependent  variable  (i.e., 
when  patients  would   have  a  fifty-fifty  chance   of  fincing 
easy  access  to  care)    (Petersen,   1965).    Predicted 
proportional  change  is  derived   by  multiplying  the  variance 
of  the  dependent   variable  by  the  full   Bcdel  coefficient. 
Chi-sguare  measures   in  logit   models  represent   twice  tie 
difference  in  in   the  log  likelihcod  cf   the  present  Ecdel 
from  likelihood  that  would  would   be  generated  based  only  on 
the  intercept.   As  such  it  can  be  interpreted  like  the  ratio 
chi-sguare  found  more  commonly   among  simple  2x2  contingency 
tables  when  a  binary  variable  is  present. 
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like   the  standard   multiple   regression  models   fcr 
PBEQVIS  and  QDALCABE,   organization   variables  based  oc 
residential  and  patient-at-clinic  attributes  are   the  test 
predictors  of  care.    KILOH,  PEBECOE  and  iBfl^lIKE  ccntritute 
12.4  percent,   2-9  percent  and   1.6  percent  respectively  to 
the  total  predicated  propcrticnal  chanye  (Table  17) .   Ihe 
logistic   regression   results   inply   that   individuals 
travelling  from  acre  distant   neighbcrhccds  report   iscre 
difficulty  in   receiving  care.    This  relationship   is  it 
accordance  with  the  relative  location   cf  the  clinic;   the 
proportion  of  poor  neighborhoods   decreases  as  distarce  IrcB 
the  clinic  increases. 


TABLE  17 
Predictors  of  Hedical  Care  Accessibility  (EASECAFE) 


LOGIT 
VABIABLB   COEF,   CBI  SQOABE   PBOBAB. 


EBEDICIED  EEC- 
EOBTICNAI  CHAKGE 


4 


KILOH  .5304 
PEBEOOB  .1268 
TBAVTIHE  -.0698 


2-46 

-1171 

.  1237 

3.57 

.0590 

.02  97 

9.91 

-0016 

.0163 

4 


See  text  for  variable  definitions. 
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Ciscussiop  and  SuamaiY 
The  tindings   at  this  S.N.S.S.   facility   in  southeastern 
Santiago  lend  themselves   to  review  within  tcth   a  national 
and  international  context  of  health  services  research.    At 
the  national  level,    this  survey  ccnfirms  a   finding  of  a 
health  survey  sanctioned  by  the   Einistry  of  Health  and  the 
S.N.S.S-   that  a  "high  degree"  cf  satisfaction  exists  ancng 
users  of  public  medical  care  (Encuesta  de  Salud,   29  Rarcb, 
198U).The  Villa  0* Biggins  study,   however,    shows  that 
patients   separated   visits  with   doctors   and   S.K.S.S. 
administrative  procedures-    It  is  also  apparent  that  users 
view  care  in  very  pragmatic  terms  or  they  lack  experience  in 
other  medical  systems  that  have  shorter  waiting  times.   Ihe 
inherent  problems  cf  long  waiting  lines  averaging  ^.2   hours, 
conflict  with  ancillary  personnel,   and   an  overall  lack  cf 
clinic  amenities,  are  offset  by  gcod  physician  treatnect. 

So  significant  differences  in  the  levels  of  utilization 
or  the  degrees  of  satisfaction  were  found  between  users  from 
femaleversus  male-headed  households,   despite  some  evicence 
to  the  contrary  by  Baczynski   and  Serrano  (198U)   in  their 
study  of   a  low-income  neighborhood  in   northern  Santiagc. 
However,   about  one-third  of  the  female  users  in  this  study 
depended  on   significant  ethers  tor   child  care   when  they 
attend  the  clinic.   This  integral  social  cetwcrk  cf  helf  and 
reciprocity  is  an   important  element  among  the   urban  peer 
throughout  Latin  America  (Lomnitz,  1978;  Scfamink,  1982). 
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Possibly   the  economic   homogeneitj   of  the   saaple 
population  accoants  toe  the   lack  of  significant  diff£C€nc6S 
in  the  perception  of  care  and  the  frequency  of  utilizaticn 
by  incoae.    There  is  no  ccmparative  figure  to  assess  the 
significance  that  one-third  of  the   saaple  found  care  tc  1:€ 
generally  inaccessitle  at  Villa  C'Higgins.    That  19  percent 
of  the   users  could  not   get  care  previously   indicates  a 
shortage  of  physicians-   Ihe  cuaber  is  greater  if  these  that 
do  not  attend  because  of  the   perception  of  a  long  wait  are 
considered. 

Ihese  findings  can   also  be  compared  to   a  health  care 
survey  in  Chile   carried  cut  uithin  cce  mcnth   cf  the  Villa 
O'Higgins  study-   Bedina  (n-d.)   coordinated  a  study  cf  604 
fanilies  (2,820  persons)   carried  out  in  Santiago  ty  Gallup 
Chile,   Inc.     The  research  focused  on   the  utilizaticn 
patterns,    aorbidity    profiles   and    scciceconoinic 
characteristics  of   users  among   eight  public   and  private 
health  care   programs  in  Santiago-   Kedina   computed  an 
"optiaal"  oeasurenent  of  care  shcvn  in  Table  18.    Keigbted 
scores  were  given  to  responses:  very  gcod  (7),  good  (6)  fair 
(3),  and  deficient  (1).  The  cptiaal  percentage  (100  percent) 
is  compared   to  the  actual   responses  multiplied   by  their 
respective  weights.   Responses  from  the  QOAICABE  variable  at 
Villa  C'Higgins  are  compared  tc  the  Medina  study.   "Ead"  and 
"Very   Bad"  responses   from   the   Villa  C'Higgins   were 
classified  as  "Deficient"  for  ccaparative  pcrfoses- 
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Villa  0*Higgins   patients  haa   a  tetter   appraisal  of 
their  medical  care   than  the  S.N.S.S.   and   "ether  public" 
groups,  bat  they  were  less  satisfied  than  their  coanterparts 
in  the  private  sector.    Ihis  pcsitive  view  of  medical  care 
given  b;  the  S.N.S.S.    contrasts  markedly  with   patients* 
outlook  on  life.   S.N.S.S.    users  are  luch  less  satisfied 
with  their  lives  than  users   fros  other   medical  prcgrais 
(Table  19).  The  Villa  0*Higgins  survey  did  net  ask  a  similar 
question  but   it  is  likely   that  users  vould   respond  like 
other  S.N.S.S.    affiliates  given  their   sisilar  eccDcniic 
backgrounds.    Physicians  who  listen,  examine  and  touch  tte 
patient  provide  support  in  the  difficult  and  stressful  life- 
style of  the  urban  poor.     Future  research  should  examice 
this  relationship  between  the  perception  cf  nedical  care  and 
its  rcle  in  the  general  state  of  patients'  wellteing. 

Consumers*   preferences   fcr  private   versus   public 
medical  care  in  this  study  have  policy  implications.    They 
clearly  prefer  public   providers  ever  private  ones   even  if 
they  had  the  expendable  income  to  seek  care  fros  the  private 
sector.    Fifty-five  percent  cf   the  respondents  had  never 
seen  a  private  physician  and   nearly  the  same  percentage  (53 
percent)   prefer  to   see  a  private  doctor  as   opposed  tc  a 
public  one.   The  leading  response  among  those  who  preferred 
private  medical  care   was  that  it  was   guicker  (58  percent) 
followed  by  those  who  thought  it  was  tetter  than  public  care 
(17  percent).   A  related  variable  (IFBCCS)  was  then  neasured 
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TABLE  18 

Patient  Responses  on  Quality  of  Hedical  Care,  Clile, 

1983 


1—   —      — 

1   BATING 

S. 

.  s,s. 

VILLA 
•S.   O'BIGGINS 
(responses  in 

ALL 
EOBLIC 
jetcenta 

ALL 

PBIVAIE 
ges) 

I   VEEY  GOOD 

1   GOOD 

1   FAIB 

1   DEFICIENT 

11 

17 

8 

12 
72 
10 

2 

15 
66 
14 

5 

as 

52 

0 

0 

1   PEBCENT  OPTItlOM 
t _ 

72 

82 

78 

92 

Soarce:  All  data  except  except  those  from  the  Villa 
O'Higgins  cclunn  are  froa  Hedica,  n.  d. ,  Tatle  29- 


by  responses   to,   •'Would   ycu  prefer   tc  use   a  private 
physician  if  you  had  the  money   to  see  one?"  Cnly  52  peccent 
of  the  respondents  answered   affirmatively.    A  strong  and 
negative  relationship  (-,90)   between   the  preference  for  a 
private  doctor  (PBEFPBIV)    and  the  desire  tc   use  private 
physicians  if  money  was  nc  barrier  (IFBCCS)   indicates  that 
S.H.S-S.   consumers*  demand  is   very  inelastic.    Patient 
satisfaction  with  S.N.S.S.-delivered  care   nay  be  due,   in 
good  measure,   to  the  fact  that  oedical  care  is  free  and  tew 
alternatives  exist.    As  the   Chilean  gcvernaent  gradually 
withdraws  public  funds  from  the   total  medical  care  systen, 
the  poor  will  be   most   affected.   Moreover,   the  pcssifcle 
implementation  of   across-the-board  snail   charges   for 
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TAEIE  19 
Outlook  on  Life  Amcng  Health  Care  Dsers,  Chile,  1983 


Health 

Care 

Progran 


Satistacticn  With  life    Cuality   of   lif€ 

{%)  Good  8         Ead  6 

Satistied  Unsatisfied   \lery  Gccd  Fair  Verj  Ead 


S.M.S.S.  30 

Military  71 

Other  Publ-  37 

FCNASA  51 

ISAEBES  6« 

Priv.  (solo)  6U 

Priv.  (clinic)  62 

Other*  61 


29 
63 
49 
36 
36 
39 
39 


11 

48 

m 

60 

33 

1 

19 

71 

10 

42 

43 

^^ 

66 

28 

3 

49 

44 

6 

48 

30 

22 

32 

47 

16 

TOTAL 


46 


54 


30 


45 


-i 


2^ 


♦"Other"  refers  to  physicians  who  are  friends 

or  family  oenbers. 

Source:  Hedina/  n.d.,  p.  27,  Table  23. 


S.11«S.S.  services  and  medical  products  (Spoerer,  1973)  will 
likely  reduce  utilization.  Because  only  abcut  one-fctrth  of 
household  income  remains  after  food  expenditures,  sedical 
care  costs  would  then  have  tc  coopete  %ith  ether  Deeds  such 
as  housing  and  clothing.  If  superfluous  utilization  is 
currently  present,  then  perhaps  a  reduction  cf  physician  use 
would  not  effect  the  population's  health  status. 

A  related   area  of   consumer  satisfacticc   in  public 
primary  medical  care   was  seen  by  the   high  percentage  (65 
percent)  of  patients  who  received  a  prescription  drug.   Ihis 
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variable  (GOTDBUG) ,  however,  did  not  correlate  signif icartly 

vith  any  outcome  meastires;   ferfaafs  because  sc  many  patients 

received  drugs  it   has  become  a  "standard"   at  this  clinic. 

Moreover,   patients  preferred  expensive  inpcrted  aedicaticns 

as  opposed  to  national  brands. ^  Urban   consuner  preierecce 

for  imported  health  care  items  vas  alsc  noted  in  a  study  by 

Zalazar  {1983a,    1983b)   of  196  loM-income   residents  in 

southern  Santiago.    Like  rural  health  care  users  in  Chile, 

herbal   remedies  are   used  in   conjunction  uith   mccern 

medication  but  not  as  a  substitute  (Scarpaci,  1983). 

Spatial  variables   proved  to   be  antecedents   tc  the 

outcome  measures  assessed.   Distance   tc  clinic  and  travel 

time  tc   clinic  have  been   important  in  other   health  care 

settings  as  well.     Bice  and  White's  revievi   of  the  Mcild 

Health  Organization   survey  of  cross-national   patterns  cf 

medical  care  utilization  concluded  that 

the  use  of  physicians*  services  decreases  -   -   - 
with   increasing    distance   to    physicians. 
Regardless  of  income  bracket,  the  use  cf  physician 
services   is  distinctly   greater  aacng   persons 
living  near  a  physician   than  among  other  distacce 
groups  ...    the  effect  cf  distance  seems  tc  te 
linked  chiefly  to  persons  of  soall  income.   (1911, 
251) 

Kohn  and  ihite  (1976,   50)   coaneiit  in  their  review  cf  the 

same  WHO  study  that  77  percent   cf  all  patients  lived  within 

15  minutes.    A  1969  national  survey  in  the  U.S.   revealed 


*  Patients  were  familiar   with  a  number  of   trand  naues  and 
frequently  cited  Brazilian,   German,    Swiss,   and  U.S. 
pharaaceutical  brands.    They  claimed   that  these  foreign 
brands  were  better  than  Chilean  ones. 
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that  H3.1      percent  of  the   population  could  get   to  theit 
regular  source   of  primary  medical   care  in  less   than  15 
minutes  (&day  and  Andersen,   1975),    Villa  C'Higgins  have 
comparable,  if  not  slightly  better,   geographic  access  than 
users  in  other  health  care  settings. 

Survey  findings  here   lend  themselves  to  further  direct 
comparison  with  international  studies  cl  physician  use.    In 
general,   there  is  a  strong  relationship  between  the  receipt 
of  an   "objective"  medical   treataent  such   as  an   x-ray, 
laboratory  test,  and  prescription  drug,   and  the  perception 
of  high  guality  medical  care  (Dcnabedian,  1980,   39) .   This 
was  also  apparent  in  this  study  by  the  presence  of  variables 
G00DCA6E  and  DBUGIEST   in  the  final  regressicn   model  vith 
QOALCABE  as  the  dependent  variable. 

Cultural  differences  about  the  composition  of   gccd 
medical  care  are   highlighted  by  this  study   and  a  sesinal 
British  study   conducted  by   Ann  Cartwtight   (1967).   She 
focused  on  general  practitioners  in  England  and  Hales-  Osing 
open-ended  responses,   British  patients   asked  to  identify 
those  attributes  of  general   practitioners  (G¥s)   that  they 
appreciate.   None  of  the  British  respondents  said  that  being 
touched  by  the   physician  was  an  important   attribute.^  In 
contrast,   touching  was  freguently  cited  by  Tlilla  C'Higgins 
patients  as   a  reason   why  care  was   good  (coded   by  the 


*  It  is   possible  that  the   specific  item  of   touching  was 
listed  under  another  rubric.  Hc*ievei,  this  is  net  apparent 
in  the  headings  used  by  Cartwright  (1967,  5-7). 
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GOODCABE  variable).   Thus,  Freidscn's  (1961)  conteotion  that 
all  patients  want   both  "conpetence"  as  well   as  "persccal 
interest"  froa  their   providers  is  evident  in   the  present 
study,   tut   "personal  interest"  appears  to   be  culturally 
defined. 

The  variance  explained  by  the  sodels  used  in  this  study 
show   renarkable   consistency  with   other   studies   (sec 
Hechanic,  1979).   In  the  the  U.S.        it  consistently  afjears 
that  acre  than   85  percent  of  all  users   are  satisfied  with 
aedical  care;   mainly  because   they  have  nedical  providers 
whoa  they  feel  are  gocd  (Boeaer,  1980,  377).   Feldaar  (1966) 
concluded  that  89  percent  of   O.S-   patients  surveyed  were 
"entirely  satisfied"  with  care  and  only  11  percent  were  "not 
entirely  satisfied."   A  U.S.    1975-76  national  study  fcucd 
that  68  percent  were  satisfied  with   their  last  visit  to  the 
doctor,   and  87  percent  were   satisfied  with  the  quality  of 
care  (Botert   Wood  Johnston  Foundation,   1978).    In  this 
present  study,   satisfaction  per  se  was  net  aeasured  tut  it 
can  be  approxiaated  by  collapsing  the  cesponses  to  QOAICABE. 
"Very  gocd"  and  "gocd"  responses   account  fcr  84  percent  of 
all  evaluations,   again  coinciding  with   the  trend  toucd  in 
the  general  literature. 

Also  in  accordance   with   the   literature  is   the 
percentage  of  aodel  variation  explained   in  the  analysis  cf 
quality  of  care  and  utilization.    Shorten  (1980,  76)   tas 
shown  that  models  of  utilization   at  Bcdern  aedical  settings 
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tend  to   explain  between  15  percent   to  25  percent   of  the 
total  variance.    Kechanic  (1979,   388)   sajs   that  this 
explained  variance  ranges   frcn  16  percent  tc   25  percent, 
iolinsky   (1978),    for  example,    predicted  physician 
utilization  with   regression  acdels   using  29   predictors. 
These  independent  variables  explained   tetween  9  percent  tc 
12  percent  of  the  variance.    That  models  of  Btili2aticn  and 
satisfaction  tend  to  explain   relatively  little  variance  Bay 
be  the  result   of  measureaent  or  specification   error,   cr 
there  nay  be  little  variation   in  the  dependent  variable  due 
to  a  "halo  effect"  in  responses.    This  study  was  atJe  tc 
explain  26.8  percent  and  29.6  percent  cf  the  variance  in  the 
PBEQVIS  and   QUALCABS  ffiodels  respectively. 

Institutional  access  to  prinary   medical  care  for  vcsen 
and  those  fron  feaale-headed  househclds  appears  to  he  tetter 
in  Chile  than  in  other  Latin  Anerican  countries  according  tc 
this  study.    Because  of  the  national  coverage  provided  ty 
the  S.N.S.S.,  program  affiliaticn  in  a  particular  pension  cr 
social  security  program  is  not  required  to  receive  prinary 
aedical  care  in  Chile.    In   CclcEbia  it  was  reported  that 
woaen  had  less  access  to  social  security  benefits  which,   in 
turn,   limited   their  use  of   priiary  care.     Ihis  sex 
differential  reflects  the  fact  that  Bore  men   work  in  the 
formal  sector   where  medical   care  coverage   is  available 
(lellez,   1977).    Differential  access  to  social  security 
benefits  also  exist  in  Lima  where   almcst  88  percent  of  the 
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manual  workers  eligible  for  medical   care  are  men  (Urrutia, 
1975).   A  study  in  Eelo  flcrizcnte,  Srasil  found  that  feiale- 
headed  households  were   tuice  as  likely  tc   use  charity  cr 
religious  sponsored  health  services   as  government  sponsored 
prograos  (Schaink,  1962).   this  is  conacn  thrcughcat  Aoierica 
because  vonen  have  less  access  to   aedical  care  as  thej  ucrk 
in  greater  percentages  in  the  infernal  sector  and  are  denied 
medical  care  benefits  (Schmink  and  Merrick,   1962).    Ifais 
demonstrates  that   crganizaticnal  settings   greatly  affect 
patterns  of  medical  care. 

It  seems  clear  that  some   ct  the  inherent  difficulty  in 
comparative  health  care  research  is   the  assessment   ct 
qualitative  aspects  of  medical  care.    Clearly,  ncn-aaterial 
variables  are  difficult  to   describe--let  alone  tc  quantify 
(Kohn  and  Hhite,  1916).   For  this  reason  subsequent  research 
should  consider  Antonovsky's  model  (1979)  of  utilization  and 
satisfaction.    The  model   draws   on  the   scciocultural 
environment  such  as  the   class  differences  between  providers 
and  patients  as  well  as   physicians*  tolerance  of  amtiguity 
when  patients   describe  symptcns.    Physicians  at   Villa 
0*Higgins  were   young,   from   considerably  higher   inccB€ 
backgrounds  than  their  patients,   and  most  expected  tc  enter 
more  lucrative  private  practice  in  the  future.    Despite  the 
different   backgrounds  between   physicians  and   patients, 
provider  concern   for  their  patients  flayed   a  considerable 
role  in  patients'  view  of  the  quality  of  care- 
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SPATIAL  OEGANIZATICN   CF  PBIHABY  HECICAL  CABE  IN  SA^TIAGC 


Introduction 

The  purpose  of  this  chapter   is  twc-fcld.   First,   it 
analyzes  the  spatial  organization  of  public   and  pti\rate 
priaary  medical  care  facilities  in  Santiago,  Chile.   Secccd, 
it  compares   that  pattern  with   those  fron  Canada   and  the 
Onited  states.   As  pointed  out  in  Chapter  Two,   structural 
changes  in  health  care  financing  in  Chile  in  recent  years 
have  been  designed   to  expand  the  private   medical  isarket. 
The  development  of  a  large   private  medical  narket  nakes  the 
Chilean  experience  comparable  with  a  nation   like  Canada, 
where  the  private  medical  sector  is   guite  ssall  and  mcst  of 
the  health  care  is  subsidized   by  the  federal  and  provincial 
governments,   and  tc  the  Onited  States  where  private  medical 
care  predominates. 

Harloe  (1981)   argued  that   comparative  urban  research 

between  capitalist  and  socialist  societies,   and  the  wide 

range  of  diversity  within  each   type  cf  society,   provides 

insights  into  urbanization.   He   states,  mcreovec,   that 

comparative  urban  and  economic  studies 

ensure  that   naticnal  and   international 
characteristics  of  urban   development  are   net 
confused,   but   also  (tc)   erable   a  conscious 
recognition  to   be  made   by  researchers   of  the 
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limitations   that   the  very   conditions   which 
surround  their  activity  inpose   on  the  context  cf 
their  work,    conditions  which  ate  likely   tc  be 
highlighted   and   contrasted   by   circuostances 
elsewhere  {Harloe,  1981,  165). 

A  study  of  the  location  of  physicians  can  contritute  to 
the  understanding  ot      the  physical  structure  cf   a  city  as 
well  as  the   supply  of  providers  and   deoand  by  consuocrs. 
The   location  of   private  practices   cften  represents   a 
coaproBise  between   patients*  wishes   to  mininize   travel 
distance  and   physicians*  needs   for  nearby   hospital  and 
support  facilities.   The  abundant  literature  on  the  location 
of  priaary  care  facilities  in  the  D.S-  and  Canada  prcvides  a 
a  good   framework  against  which   the  Chilean  case   can  be 
compared.     This  chapter   will  show   that  the   spatial 
organization  of  private  physicians  in  Chile  is  the  result  of 
health  policies  and   economic  forces  sinilac  to   those  that 
have  shaped  the   spatial  pattern  cf  primary   care  in  llcrth 
America. 

The  chapter  reviews  the  types  of  urban  studies  research 
carried  out  in  Latin  America  so   that  study  findings  can  be 
understood  in  their   relative   ccntexts.    The   grching 
literature  devoted  to  Latin  American   urban  research  as  well 
as  the  paradigmatic  foci  of   human  geography  are  reviewed  so 
that  the  findings   cf  this  chapter  can  be   placed  in  proper 
context.    A  brief   description  of  the  social   ecclcgy  cf 
Greater  Santiago   follows.    An   overview  of   the  spatial 
organization  of   primary  medical  care   in  Canada   anc  tte 
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United  States  precedes  the  Santiago  case  studj.   Ihe  spatial 
pattern  of   physicians  in  Canada   is  described   while  the 
location  of  public  hospitals  and   private  medical  certeis  is 
referred  to  in  the  case  of  the  Onited  States,   Sutse^uent ly, 
the  health  policies  that   have  ccae   tc  influence   these 
patterns  in  both  countries  are  descrited.    The  secocd  half 
of  the  chapter  describes  and  analyzes  the  patterns  of  pctlic 
and  private  primary  medical  care   centers  and  physiciacs  in 
Santiago  in   light  cf  the   trends  identified  in   the  first 
section. 

As  noted  previously,   an  underlying  assumption  cf  this 
research  is  that  health  policy  in  Chile  is  a  sut-systea  cf  a 
larger  political  and  economic  system.   Accordingly,  changes 
within  the  health  sector  can  be   detected  in  the  urfan 
geography  of  Santiago-   Ihe  chapter  also  illustrates  the 
differences  between  the  two  major   research  areas  of  medical 
geography:  "epidemiological  geography"  or  "disease  ecclogy" 
on  the  one  hand,   and  the   "spatial  organization"  or  "help- 
seeking  behavior"  of  patients,   on  the  other-   The  former 
body  of   research  includes  the  traditional  epidemiologioal 
studies  that  have  been   carried  cut   since  the   time  cf 
Hippocrates  and  were  reintroduced  into  medical  research  in 
the  eighteenth  and  nineteenth  centuries  (Payer,    1982; 
Barret,  1S80) -    More  recently,   this  perspective  has  been 
well   represented  by   the  classic   works  of  the   French 
physician-geographer  Jacgues  Hay  (May,  1950;   1958),  and  the 
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contritutions  ky  Meade  (1980),   Haggett  (1976),   Schiel  and 
Hepter  (1976),  aad  Hunter  {197U).   The  focus  of  ttis  kind  of 
nedical   geographic   research   is   the   man-land-vector 
relationship  in   the  spread   and  prophylaxis   of  disease. 
Another  aspect  of  medical   geographic  research  has  recently 
focused  on  the  spatial  perspectives   cf  health  care  planning 
and  service  deliverj,  the  location  of  health  facilities,  and 
the  help-seeking  behavior  of  patients  (Cever,   1980;   E^le, 
1979,  165-267;   Shannon  and  Dever,  ^S1^)  ,        Ihis  chapter 
extends  this  latter  branch  of  aedical  geography  by  assessing 
the  distribution  of  public  and   private  priaary  medical  care 
facilities. 

Location  of  PMC  in  Santiago ;  Three  lines, of  Tboucht 
Johnston  (1977)  outlined  three  najor  lines  cf  thought  nittin 
human   geography    that   represent    paradignatic   and 
methodological  approaches  to  the  study  of  spatial  tehavicr. 
Although  these  apprcaches  are  net  mutually  exclusive,   they 
cover   many   of  the   philosophical   and   aethodolcgical 
perspectives   of  contemporary   human  gecgraphic   research. 
Johnston's  outline  is  used  here  in  assessing  the  descriptive 
patterns  of  public   and  private   physician  Iccations   in 
Greater  Scintiago  presented  above. 
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Meo-Classical/Functlopal  Approach 

Ibe  neo-classical/functional  approach   is  based  on 
Bodels  that  relate  the  location   of  aconomic  activities  and 
accessibility  as  a  tancticn  cf  price.   The  studj  of  lf.C,   for 
example,   suggests  a  trade-off  tetween   the  costs  of  travel 
(temporal,   financial   and  cultural)   and  the   degree  cf 
specialty  in  the  search  for   care.   ERC  providers  would  t€ 
expected  to  be  less  expensive,    nore  abundant,   and  mere 
dispersed  than  specialists.   This  locational  pattern  results 
because  most  PMC  services   (internal  icedicine,   pediatrics, 
and  general  practice)  are  aid-order  economic  activities,  and 
specialty  care  (plastic  and   repaiatczy  surgery,   intensive 
care  medicine,  specialized  heart  surgery)   are  higher-crder 
economic  activities.     Holding  specialty   type  constant, 
private  physicians   Mould  tend   to  set   up  practices   in 
affluent  neighborhoods  shere  their  clientele  reside.    Ifcis 
axiom  is  a  basic  premise  cf  eccncmic  geography.  In  Santiago, 
for  example,   private  physicians  are  concentrated   in  the 
highest   income  neightcrhcods   in  metrcpclitaE   Santiago: 
Providencia  and  Las  Condes.    The   location  of  few  private 
physicians  in  low-incoae  districts   indicates  the  cpfcsite; 
that  most  consumers   lack  the  purchasing  power   or  tfce  need 
(given  the  availability  cf  free  5-N.S,S.   facilities  neacty) 
for  frequent  use  of  f ee-f or-service  doctors.   This  econoEic 
approach  does  not  relate  this   economic  pattern  back  tc  the 
system  of   production  or  class  relations.    Bather,   the 
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disttitution  of   phjsiciaus  and   {atieots  is  an  expected 
response  to  market  forces  and  does  not  reflect  attitudiral 
values  such  as  the  prestige  that  is  tied  to  being  located  in 
an  affluent  neighborhood. 

Humanistic  ftpproach 

Huaanistic   geographers  challenge   the   neo-classical 
study  of  human  spatial  behavior  because  the  latter,  based  on 
normative  assumptions,   often   overlook  critical  individual 
differences  in  locaticnal  decisicn-naking.   Economic  forces, 
it  is  argued,   operate  whether  or  not  people  recognize  ti€m 
as  such-    Humanistic  geographers   contend  that  individuals 
experience  the  world  in  unique  ways  that   defy  verifiatle 
normative  laws  like  those  found   in  the  pcsitivist  branches 
of  human  geography  (Tuan,   1976;   Buttimer,   1976).    The 
association   of  this   branch   of   human  geography   with 
phenomenology  implies  that  individual  human  experiences,  not 
market  forces  exclusively,   influence  locaticnal  decisions. 
Except  for  the  study  by  Arze  (1981) ,  the  humanistic  approach 
has  not  been  used  in   understanding  the  spatial  organization 
of  primary  care  centers  in  Santiago. 

Structuralist  Approach 

A  recent  addition  to  perspectives  cf  human  geography  is 
the  institutional   P.arxist,   or  structuralist   approach  as 
outlined  by  Harvey  (1973)  and  Peet  (1S75)  .    Although  there 


me 

are  a   number  of  interpretations   of  how   Marxian  inquiry 

should  be  conducted  in  the  social  sciences,  there  ate  ccnoon 

tenets-   Verification  and  use  of   the  scientific  aethod  is 

difficult,  it  is  argued,  because  logical  positivists  fail  to 

separate  social  problems  (i.e.,   th€  unequal  distritutiot  of 

health  or   educational  services)    frca  their   underlying 

causes.   Patterns   cf  inequity  result  from   long-tern  anc 

complex  injustices   that  are  founded   in  class   and  later 

relations.    Structuralist  geographers   argue  that   tb€ 

documentation  of  a  social  injustice   is  merely  a   synptcai  of 

a  larger  process  of  alienation  that  the  poor  experience  ic  a 

particular  society.   Eositivist  methods  of  analysis  in  buian 

geography  may  be  useless  cr  irrelevant  if  one  believes  that 

flapping   even  more   evidence   of  man's   patent 
inhumanity  to  nan  is  counter- rei/clutionary  in  the 
sense  that  it  allows  the  bleeding-heart  literal  to 
pretend  he  is  contributing  tc  a  scluticn  when  in 
fact  he  is  not  (Harvey,  1972,  27,   cited  in  Smith, 
197it,  137). 

In  general,   structuralists  contend  that  behavicralists 

and  economic  determinists  ignore  the  realities  of  decisicn- 

aalcing  in  the  marketplace.     Huuanistic  perspectives  nake 

light  of  socioeconomic  restrictions   placed  en  consuoers  and 

providers  in   the   marketplace-    Marxist   geographic 

perspectives  criticize  positivist  approaches   when  they  fail 

to  explain  individual,   household  and  aggregate  tefcavicr 

without  considering  such  institutional   paraoeters  as  class, 

race,  and  ethnicity.   ft  basic  premise  of  Rarxist  geographic 

research  is  that  locational   behavior   is   principally 
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determined  by  power,  predominantly  economic  power.   Js  such, 
geographic  research  should  consider   the  relevant  political 
economy  of  a  particular  study.     Studies  of  this  ty^e  have 
been  carried  out  in  the  housing   market  in  the  United  States 
(see  Harvey,  1975)  and  Canada  {Harris,  1984), 

In  the   Santiago  PHC  study,    a  number   of  pcssitle 
interpretations  arise.   Ihe  naticnal  gcvernnect  in  Chile  may 
intervene  in  the   medical  care  market  kecause   the  private 
medical  market  is  inefficient.    Ee  Vises*  (1973)  contention 
that  physicians   behave  in  response  to   their  conservative 
ideology  and  upper-income  backgrounds  is   part  of  this  line 
of  reasoning.    Physicians  are  not   willing  to  lower  tbeir 
fees  for  low-income  citizens  and,  conseguently,  the  S.Ii.S.S. 
intervened  to  fill  this  gap.   Moreover,  the  S-N.S.S-   can  fce 
viewed  as  an  institution  that   oust  maintain  a  minimum  level 
of   health  care   among  cheap   lafcor  pools   so  that   the 
capitalist  system  of  reproduction   can  continue.    The  cost 
for  S.H.S.S.   users   is  paid  by  long   waiting  in  difficult 
conditions  (i.e.,   early  morning   queues  outside  clinics) . 
This  cost  can  be  seen  as   one  of  many  that  causes  alienation 
among  the  proletariat  (Kolakowski,  1978). 

Castells  (1974)   has  argued  that  many  iestern  European 
countries  provide  a   variety  of  sccial  services   not  cut  of 
benevolence,   but  out  of  fear  that  social  unrest  will  ensue 
without  these  services.    This  social  unrest  would,  in  turn, 
provide  a  starting   point  for  revolutionary,   or   at  least 
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strong  anti-capitalist  movements.    The   Chilean  junta  can 
also  te  viewed  in  this  perspective.    fi£  the  junta  gradually 
reduces  social  programs,   it  is  careful  to  provide  health 
care,   education  and  housing  for  the  poor  in  order  to  avcid 
insurgent  moveraents.    Castells'  ncticn   of  revolutionary 
movements  seems  more  relevant  to  the  latin  Aaerican  context 
than  his  native  Prance  or  Western  Europe. 

This  chapter  draws  heavily   en  the  positivist  approach 
used  b^  the  neo-classical  schccl   in  describing  the  spatial 
patterns  of  pnc  providers  in  Greater  Santiago.   Predictatly, 
therefore,   one  tindiog   cf  this  chapter  is   that  private 
medical  care  centers  are  strongly  and  positively  correlated 
with  municipal  income  levels.   Mere  inpcrtactly,  however,  is 
the  explanation   of  this  pattern.    It  is  here   that  the 
structuralist  school  provides   the  nost   insight.   State- 
financed  PMC  is  a  response  to  medical  market  inefficiency  as 
well  as   the  need   to  ensure  a   healthy  labcr   force  that 
provides  a  minimum  level  of  support  for  the  Chilean  regiae. 

Ihe, Svolution  of  Urban .Studies  in  Latin  America 
A  major  shift  in  the  paradigms  cf  latin  American  urban 
research  has  occurred  during  the  last  two  decades.  Early 
works  took  on  a  development  focus  that  was  concerned  Mitb 
the  growth  pole  paradigm  (Friednacn,  1973).  Kuch  cf  this 
research  assumed  that  economic  development  was  a  unilinear 
process  that,  in  Bostowian  terms,  manifested  a  series  grcsth 
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stages.   Since  these  stages  sere   well  documented  in  Eurcfe 
and  North  America   it  «as  expected  that   Ihird  Scrld  cities 
and   nations   would   follon   these   stages   if   proper 
preconditions  were  established-    The   growth  pole  paradigm 
was  an  iaportant   cornerstone  of  this  research.     Such  a 
developaental  perspective,   however,   imposes  rigid  and 
mechanistic  models   of  urban  and   regional  growth   and  is 
therefore  not  realistic. 

The  rejection  of  mechanistic  models  such  as  the  grcwth 
pole  paradigm  studies   that  trace  the  interEal   changes  of 
urban  and  national  economies  (fortes  and   Canak,   1S&1). 
Instead  of  anticipating   patterns  cf   urtan  growth   and 
economic  development  based  on   the  historical  experiences  of 
industrial  nations,   a  new  bcdj   cf  research  now  focuses  en 
the  forces  of  urbanization  and  underdevelopment  within  a 
historical  and  international  context-     Ihese  studies  give 
particular  attention  to  the  adaptation  process  of  the  urtan 
poor  who  have   not  teen  absorbed  ty   the  formal  industrial 
sector  of  the  latin  American  city  (Anthony,  1979;   Bcterts, 
1978J  Lomnitz,  1978;  Baltcn,  1977;  Perlman,  1976;   Ccllier, 
1976;  McGee,  1971;  Vekemans  et  al-,  1970;  Hardoy,  1969;   and 
Quijanc,  1967).    According  to  earlier  studies,   later  and 
capital  should  flow  to  labor-  and  capital-peer  regions,   and 
thereby  stimulate  development.    Despite  massive   intra- 
regional  migration  and  mounting  debt,   Latin  America  has  not 
developed  to  the  extent  that  many  anticipated  (Huncz,  1982). 
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Contemporacy   paradigss   c£   Latin   American   urban 
research,  however,   traditionally  reject  the  notion  that  the 
failure  of  Latin  American  cities   to  replicate  the  econcmic 
develcfaent  of   industrial  nations   resulted  in   saladies. 
Instead,    contemporary   paradigus  highlight   bcth   the 
uniqueness  of  the   urban  poor   io   certain  spatial   and 
historical  contexts   as  well   as  the   interrelatedness  cf 
national  and   regional  economies  in  the   world  capitalist 
system.    Since  Latin  American  cities  are  in  the  process  cf 
adaptation  to  urban   growth  and  a  changing   world  eccnosy, 
they  do   not  necessarily   confcru  to   earlier  mechanistic 
models  ot  urban  growth  and  change. 

Drban  geographers  have  analyzed   to  what  extent  the 
morphology  of  Latin  American  cities   differ  fron  tbeir  North 
American  counterparts.    Ihe  morphological  model  cf  Griffin 
and  Ford  (1980),   for  example,   evaluates  the  small  highway 
network  found  in  most  Latin  American   cities  that  has  teen  a 
limiting  factor  in  the   massive  suburbanization  process  such 
as  that  found  in  North   American  cities.    Ihis  model  also 
notes  that  the  heavy  industrial   zone  that   surrounds  the 
Latin  American  Central  Business  District  (CED)    takes 
advantage  of  the  cheap  labor  of  inner  city  residents.    ford 
and  Griffin  depict   the  Latin  American  city  as   ruled  ty  a 
single  transport  artery   which  runs  from  the   CED  outward. 
Gary  Elbow  (1983)   applied  this  ncdel  to  secondary  cities  in 
Guatemala  and   found  that  the   Griffin  and  ford   nodel  fit 
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well.    Other  models  of  the   Latir  American  city  have  teen 
presented  which   emphasize  the  colonial  structure   in  city 
design  and  land  use  patterns  (Bahr  and  Kettins,  1982;   Eahr 
and  Hiesgo,  1981;  Ingram  and  Carroll,  1981). 

Latin  American   urban  research  auEt  alsc   address  the 
rapid  post-Sorld  iar  II  population  grcwth,   often  in  excess 
of  four  percent  per  year-   Specifically,   this  research  has 
considered  the  rural-urban  migration  streams  and  the  various 
stages  that  this  process  entails   (Erown  and  Lawscn,   1985; 
Thomas  and  Hunter,  1980;  lurner,  1968;  Hangin,  1967).   These 
studies  conclude   that  rapid  urban  growth  and  urbanization 
have  altered  the  location  of  traditional  economic  activities 
and  land  use  and  housing  regulations  have  not  kept  pace  «ith 
this  burgeoning  population  growth  (Lopez,   1981;   Trivelli, 
1981;  Bahr  and  Riesgo,  1981;  Bahr,  1978). 

This  chapter  presents  complementary  inf criuatioii  about 
one  aspect  of  the  changing  eccnomic  geography  of  one  latin 
American  city  the   spatial  organization  cf  primary  care  in 
Santiago,  Chile.    By  analyzing  one  facet  of   a  social 
delivery  system  in  a  developing   country,   the  findings  and 
methods   used  can   be  added   to   the  growing   literature 
indicating  that  public  services  dc   net  disfavor  the  peer  in 
terms  of   service  availability   and  accessibility-     Ihe 
following  section  describes  the   social  ecclcgy  of  Santiago 
so  that  the  spatial  organization  of  primary  care   can  be 
described. 
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The  Social  Scology  o£  Saptiago 
Relative  location  and  History  Settlement 

Santiago  de   Chile  is  located  in   one  of  a   series  of 
valleys   that  characterize   the  valle   central  region   of 
central  Chile.   The  colonial  core  of  the  city  is  laid  cut  in 
the  traditional  grid  pattern   that  characterizes  nest  latin 
American  cities  and  towns  (Stanislawski,  1916;  1915).    City 
blocks  surrounding  the  Plaza  de  Armas ,  the  nain  tcwn  square, 
have  changed   little  since  the   town  vas  designed   in  the 
sixteenth  century.   This  nucleus  lies  at  the  foot  of  a  small 
hill  in  the  city  center,   Santa  Lucia,   which  is  an  erosive 
reanant  of  the  larger  San  Cristcfcal  Hills.    Criginally,  two 
branches  of  the  Hapocho  river  flanked   the  city  plaza  to  the 
north  and  south,   but  the  latter  branch  Has  filled  in  as  a 
public  works  project  in  the   last  century   to  facilitate 
travel  to   the  center   of  town.     At  present   the  main 
thoroughfare,  the  Alameda,  covers  the  former  southern  tranch 
of  the  Hapocho  Biver. 

Santiago  is  a  distinctively  sector-shaped  city-    Hajox 
transport  arteries  extend  frcm   the  eld  cclcnial  center. 
Settlenent  has  been  contained  only  to   the  north  and  east  of 
the  city  where  a   series  of  small   hills  and   the  Andes 
Cordillera  lie  respectively-   The  west  and  south  open  toward 
the  center  of   the  valley  floor  and  serve   as  the  gradually 
evolving  urban  fringe  of  the  metropolitan  area- 
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The  estimated  1983  teetropolitan   area  population  of  4.1 
aillion  inhabitants   of  Santiago  is  net   readily  apparent- 
Outside  of  the  central  business   district,   which  has  grcsn 
around  the  colonial  core  of  the  Elaza  de  Armas,  the  adjacent 
municipalities   have   a   conspicuously   loi   skyline- 
Skyscrapers  are  confined  to   the  city  center  and   only 
recently  have  modern  high-rise  apartments  above,   say,   10 
stories  or  so,   begun  to  appear-    The  advent  of  seisaic- 
resistant  construction  in  the  last  three  decades  has  enabled 
high-rise  construction-   Historically,  the  city  (and  nation) 
have  been  plagued   with  considerable  seismic   activity 
resulting  from  the  extensive  fault   lines  along  the  Eacific 
coast  region-    Coaseguently,   the   city  has  been  refcuilt 
several  times-   Because  of  its  relative  lew-density  and  grey 
concrete-veneer  buildings,  the  city*s  general  appearance  has 
been  compared  to  early  twentieth  century  Moscow  and  Earis 
(Fuller,  1972). 

The  social  ecology  of  the  city  changed  little  until  the 
early  twentieth  century-   At  this  time  suburts  began  opening 
up  for  high-income   residents  that  lived  near   the  the  main 
plaza-    These  suburbs  were  attractive   because  of  tfce 
increased  automobile  traffic  in  the  city  center,   the  growth 
of  retail  tirade  and  a  general  loss  of   amenities  that  had 
characterized  the  traditional  city   core-    fls  upper-income 
residents  took  advantage  of  these  suburbs,   a  change  in  tbe 
residential  composition  of  the   city  occurred-    (Bahr  and 
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Biesgo,  1982;  Bahr  and  Mertins,  1S82;  finato,  1970).  Dfper- 
incoae  residents  began  leaving  the  highly  regarded  cld-tcwc 
area  adjacent  to  the  Plaza  de  Armas  it  Santiago  in  the  1920s 
and  1930s,  and  resettled  in  the  municipality  c±  Providencia. 
The  new  residential  locations  provided  a  acre  country-like 
residence  where  French  and  English  style  homes  were  tuilt  oc 
larger  acreage  that  was  unavailable  in  the  colonial  area  of 
Santiago. 

Besidential  Segregation  in  Santiago 

One  facet  of   the  ccnteafcrary   sccial  ecology  of 
Metropolitan  Santiago  is   the  level  of  segregation   in  the 
city  (Figure   13).    Conventional   methods  for   assessing 
segregation  often   use  city   directories  to   document  heme 
ownership  and  tenancy  rates.   In  the  industrial  nations  ttis 
method  tends  to  shew  that  the  Kcrking  class  (i.e.,   low 
income  residents)   has  higher  tenancy  rates  than  niddle  acd 
upper  income  groups  (Harris,  198iJ;  Saunders,  1979).    Such  a 
method  applied  to  latin  American  cities  produces  spurious 
results  because  both  the  rich  and   poor  have  high  levels  of 
ownership  while  middle   incone  groups  tend  to   exhibit  high 
tenancy  rates  (Gilbert  and  Hard,  1978;  Boterts,  1978).   Ihis 
is  because  the  wealthy  can  afford  to   Bcrtgage  their  hcnies 
through  conventional  lending  institutions,   and  the  txtrene 
poor   who  reside   in   urban   slums  (i.e.,    callam^as, 
poblaciones,  pueblos  jovenes,  ranches,  favelas,  etc.)   build 
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Figure    13:      Incoae   Segregaticc   in   iSetrcjo  litar   Santiagc, 
1917 
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their  hoies  froa  discarded   or  low-cost  aaterials.    Though 
the  poor  may   initially  occupy  their  hcae   sites  illegallj, 
(through  squatter  invasions) ,   there  is   a  good  chance  tlat 
the  land  will  eventually  beccae  theirs   legally  (fioterts, 
1978;  Collier,  1976). 

One  study  (Scarpaci,  et  al. ,  1985)   assessed  the  degree 
of  segregation  in   Greater  Santiago  using  data  frcm  a  1977 
analysis  of   1800  households.    Ifae  oetrofolitan   area  was 
divided  into  202  zcnes  designated  as   passenger  catchttent 
areas  for  a  public  transportation  study.   A  satrix  of  income 
guintiles  (a  rows)   for  each  neighborhood  (m  colusns)   was 
constructed.   the  variance  of  each  guintile  was  derived  ty 
the  percentage  of  hoaes  that   fell  into  each  guintile  (atcut 
HO   hones  per  group) .   Ihe  range  of  income  segregation  vas 
derived  by  the  number  of  standard  deviations  beyond  the  sean 
of   each  guintile.    Neighbcrhccds   with   "very   high" 
segregation  lie  three  or  more  standard  deviations  teyond  the 
mean;    "high"  segregation  falls  between  1.01   and  2.99 
standard  deviations;   and  "low"  segregation  reflects  a  value 
of  less  than  one  standard  deviation. 

Figure  13  shows  a  high  degree  of  segregation  in  the 
upper-income  districts  of  Las  Ccndes  and  Ercvidencia  (tar rio 
alto)   in  the  northeastern  section  of  the  metropolitan  area. 
South  of  this  highly  segregated  area  where  high  inocoes 
dominate  are  the  aiddle-incoce   municipalities  of  Nunca  and 
La  Seina,   where  income  and  occupational  structures  are 
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sinilar  to   those  ot   the   Municifality  cf   Santiago.    In 
general,   municipalities   in  the  south  (La   Florida,   Sac 
niguel.  La  Gcanja,  La  Cisterna)  and  vest  (Padahuel,   Benca) 
house   the  lower   income   groups   in  highly   segregated 
neighborhoods.    Social   distance  in   the  metropolis   is 
heightened  by  the   San  Cristobal  Hills  vhich   separate  the 
very  poor  district  of  Conchali  from  the  wealthy  northeastcrc 
area.   Topographic  tarriers  to  the  north  and  east  (the  Andes 
mountains) ,   coupled  with  a  middle   income  district  to  its 
south,   afford  the  tarrio  alto  residerts  liith  a  buffer  2CEe 
between  themselves  and  the  urban  poor.     Generally,   as 
distance  decreases  from  the  northeast  there  is  a  conccaitant 
fall  in  income  levels  in  all  directions.   Fefc  Latin  American 
cities  have  high  income  districts   like  Erovidencia  and  las 
Condes  that  enjoy  such  a  degree   of  isclaticu  frou  very  lew 
income  neighborhoods. 

Health .Policy  Change  and  Spatial  Crganizaticn  of  PHC  in 

Santiago 

Public  and  private  Pnc  delivery  systems  in  metrcpclitan 

Santiago  can  be  expected  to   change  in  respcnse   tc  these 

policy  alterations.   Cne  outcome  is  that  S. N.S.S.  facilities 

will   become  increasingly   more   important  tc   low-inccme 

workers  and  the  poor   as  employer-sponsored  medical  prcgraas 

become  scarce  and   a  worsening  economic  climate   alters  the 

population's  health  status. 
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The  network  of  64  PHC  facilities  in  Greater  Santiago  is 
the  largest  supplier  of  PMC  in   either  the  public  cr  pti^iate 
sector-    These  clinics  deliver  about  70  percent  of  all  PHC 
in  the  aetropolitan   area  and  service  an   average  of  47,000 
patients  per  facility  (Hinisterio  de  Salad,   1983).    Ibis 
average  figure,   however,   does  reflect   the  wide  range  cf 
service  delivery  l}ecause  soae  facilities   deliver  care  tc  as 
■any  as  100,000  inhabitants   (Personal  cosnunication,   £r. 
Hax  Honteros,  1984) .    All  referrals  (interccnsultas)   are 
made  at  the  clinics  which  are   assigned  tc  a  aajor  hospital 
for  secondary  and  tertiary  care.    In  this  nay  the  S-b.S-S. 
clinics  serve   as  the   nain  entry  point  into   the  public 
medical  care  network. 

How  Public  Health  Clinics  Are  Located 

Procedures  for  locating  a  public  clinic  in  ccnteaif orary 
Santiago  do  not  draw   heavily  on   tools  froo   locational 
analysis  nor  the  process  of  electcral  demand.   Althoogb  the 
public  has  not  been  able  to  request  services  through  elected 
representatives  in  lore  than  a   decade,   Hioistry  of  Health 
officials  contend  that  channels  of   citizen  input  are  still 
open.   According  to  the  Secretary  of  the  Hetucpclitan  Gealth 
Service,   three   kinds  of  deoand  exist  for   locatinc  rev 
S.S.S.S.   facilities-    The  first   consists  cf  spgntanecas 
demand  whereby  the  S.S-S.S-   recognizes  population  grohtb  in 
a  segient  of  the  metropolitan  area   and  meets  that  demand  by 
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establishing  a   new  facility.    Irfcraaticn   about  latent 
demand  cooes  to  tii€   attention  c£   tbe  gcvernmejat   frca 
S-N.S-S-   personnel  who  treat  patients  from  areas  beyond  the 
designated  service   areas  of  a  particular   clinic.    these 
areas  are  located  along  the   slowly  expanding  "urban  friDge" 
in  the  southern   and  western  districts  of   the  metropolis. 
Topographic  barriers  are  absent  in   these  districts  and  tbey 
are  the  only   regions  where  najcr  new   settlenent  is  taking 
place.    Another  source  of  spontaneous   demand  is  found  in 
areas  that   have  received   squatters   from   spcntanecos 
settlement  (toaas) .    Onder  the  Einochet  regime,   however, 
spontaneous  colonization  has  been  greatly  limited. 

A  second   form  of   demand  is   called  public   demand. 
Community  needs   for  public  services  are   expressed  through 
neighborhood  organizations  called  Juntas  de  yecinqs.    These 
organizations  are  voluntary  groups  that  supposedly  represent 
the  needs  of  local  residents   in  reguesting  police  and  fire 
protection,   primary  and  secondary  education,   sewage  and 
public  works  projects,   and  prinary  health  care  facilities. 
Little  research  has  focused  on   the  Juntas  de  Vecinos  which 
are,  essentially,   the  only  citizens  group  in  authoritarian 
Chile.   Sork  by  Scarpaci  et  al.   (1985)  has  shown  that  this 
organization  is  an  effective  means  of   keeping  Icw-inccoe 
public  housing   projects  cut  of   high-inccme  neighborhoods, 
thus   increasing  the  degree  of   spatial  segregation   in 
Santiago.   Because  of  the  role  of  the  Juntas  de  Vecinos  in 
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the  housing  market,   there  is   gccd  reason  tc  believe  that 
they  operate   with  a  strong  class   bias-   Theoretically, 
neighborhood  residents  can  request  a  S.N-S.S.  clinic  through 
their  lanicipal  goverament  which  in   tarn  passes  the  request 
on  to   the  National  Planning   Office  (OCEPLAH)    and  the 
Ministry  of  Health. 

A  third  manner  by  vhich  S.N.S.S.  clinics  are  located  is 
through  actions  by  aanicipal   (county)   maycrs  (alcaldes) . 
which  will  be  called  mayoral   appeal.    Ihese  officials  are 
not  elected  to  office  as  this  title  suggests,  but  rather  are 
assigned  by  the  President  of  the  Eepullic  or  by  the  Begicnal 
ailitary  Governor  (Intendente) .   Regardless   of  the  three 
levels  of  demand,  consumers  are  the  least  influential  agents 
in  the  location  of  public  health  facilities  in  Santiago. 

Clinic  Distribution  and  Nea rest  Keighfcc r  Index -   The 
distribution  of  public  clinics  appears  to  fce  fairly  urifcrm 
throughout  the  metropolitan  area  (Pigure  14).    Clinics  are 
mostly  absent  from  the  core  of   the  high  inccme  districts  of 
Providencia  and  Las  Condes  in  northeastern  Santiago.   Ibe 
western  areas  appear  to  he  well   covered  as  do  the  northern 
and  southern  districts.   There  appears  to  he  an  adequate 
distribution  of  S.N.S.S.   facilities  throughout  Santiago, 
especially  in   low-income  areas.    Figure  ^^   is   a  SYMVD 
proximal  map   that  proximates  the   service  areas   of  each 
clinic.   A  proximal  map  displays  the  clinic  service  area  ty 
assigning  to  every  location  the   data  value  associated  sith 
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the  neacest  control  poiot,   i.e.,    a  public  health  clinic 
(Dougenik  and  Sheeban,  1979).   The  fccxinal  nap  was  ccaputer 
generated  using  the  six  health   districts  that  conprise  the 
S.N-S.S.   metropolitan  region.    The  closest  clinic  tc  any 
given  point  within  a  health   district  can  be  determined  from 
this  proximal   map-    Though  the  distribution   of  clinics 
appears  to  be  uoiform,   the  size  cf  tJie  service  areas  in  the 
southeastern   region   is   larger  than   elsewhere. 
Accordingly, residents  within   this  health   district  travel 
further  for  care.  Clinics  are  generally  absent  from  the  cere 
of  the  barrio  alto  in  the  northeast.  The  western  pcrticns  of 
the  metropolis  have  the   smallest  service  areas,   affording 
low-income  residents   with  better   geographic  access   than 
other  S.N.S.S.  users. 

One  technique   of  point   pattern  analysis,    nearest 
neighbor  analysis,   was  used  tc  examine  whether  the  pattern 
of  the  S.S.S.S.    clinics  in  Santiago  is  random.    Because 
low-income  neighborhoods  are  net   randcmlj   distributed 
throughout  the  city,   it  is   expected  that  the  clinics  that 
serve  them  are  also  located  in  a  son-randcm  fashion. 

Before  discussing  the  nearest  neighbor  results,  it  will 
be  useful  to  identify  some  advantages  and  lioitaticns  cf  the 
measure-    There  exists  in  many  spatial  statistical  aeasures 
a  boundary  effect,   which  refers  to  the  distance  fron  cuter 
areal  limits   to  all  points-    The   areal  boundary   can 
determine  whether   patterns  are  described  as   clustered  or 
dispersed.  Silk  (1979,  110)  notes  that 
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Figure    HI:      Proximal    Hap    cf    S-N-S,S.    Clinics,    Santiago,    1983 
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Boaodaries  should  b€  dcavn   in  a  aanoei  consistent 
with  the  subject  matter  under  investigation  .  . 
if  the  points  represent  retail  outlets,   the  study 
should  include   all  contiguous  built-up   areas  at 
the  edge   of  the  city,    and  net   simply  fcllcM 
administrative  boundaries-   Ideally,   boundaries 
should  be   placed  within  the  outeincst   limits  cf 
the  study  area  ...  (original  esphasis). 


Boundary   selection  is   an   important  component   in 

generating  accurate  nearest-neighbor  values.  For  exaaple,  if 

a  larger  study  area  is  defined  about   a  small,   regularly 

spaced  pattern  of  points,   then   the  calculated  value  c£  B 

will  suggest  a  clustered  pattern  ITaylor,  1977,   166).    ic 

ensure  the  proper  measurement  cf   the  nearest  neighbor  index 

in  this  study  of  public   health  clinics,   smaller  satellite 

municipalities  of  the  metropolis  (San  Bernardo,  Puente  fllto, 

naipu,  Quilicura)  were  excluded.  The  boundary  area  was  drawn 

well  within  the  outermost  limits   of  the  metrcpclitac  area, 

excluding  ten  of  the  6<4   S.N.S.S.    clinics  in  the  region. 

Furthermore,   Donnely»s  adjustment  measure  for  the  boundary 

effect  was  applied  (see  Aplin,  1S£3).    TIalues  of  B  reported 

here  are  adjusted  by  the  measure 

.5  -.5 

(((,5)(»A)    ♦   (.051  ♦  (.OftlN  )  I) 

where         N   is  the  number  cf  points 

A   is  the  area  encompassing  the  points 
L   is  the  perimeter  of  the  area 
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Following  Hammcnd  and  ScCullagh  (1971),   two  hypotheses 
were  estahlished: 


Null  Hjpo-   The  pattern  cf  S.N.S.S,  facilities  in  Betrcpclitan 
thesis:     Santiago  is  similar  to  a  pattern  produced  ty 

the  independent  randca  location  cf  each  pcint. 

Alternative   The  pattern  of  S.fi.S.S.  facilities  in  netrcpclitan 
Hypothesis:   Santiago  is  not  raodcis. 


Nearest  neighhcr  analysis  derives  an  index  measure  cf  E 
with  theoretical  values  ranging  froa  0  (meaning  that  all 
points  are  perfectly  clustered)  tc  2.149  (indicating  a 
uniform  distribution  pattern).  t  perfectly  dispersed 
pattern  would  exhitit  the  form  cf  a  triangular  lattice 
(Silk,  1979,  109).  Ihe  measure  is  calculated  by  dividing  the 
mean-distance  nearest  neighbor  points  in  an  area  (E-cfcs),  by 
the  mean  distance  that  would  be  expected  from  ac  egcal 
number  of  points  distributed  randomly  in  the  same  area  (C- 
exp). 

Calculations  (lable  20)  executed  by  a  BASIC  prcgraa 
(Buckner,  1985)  for  firstand  seccnd-crder  (neighbor)  feints 
revealed  a  non-random  pattern.  First-order  results 
generated  an  R-value  of  -776,  indicating  a  clustered 
pattern.  Silk's  (1979)  and  Aplin's  (1983)  z-test  produced 
values  of  -2. 64  and  -3-15  respectively,  indicating  that  the 
distribution   of   public   health   clinics   is   significantly 
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different  from  that  which  voold  have  occurced  by  a  randoE 
process.  Two  z-tests  are  presented  to  strengthen  test 
results.  In  general,  SilK*s  measure  is  iBore  appropriate  when 
the  naaber  of  points  exceeds  50.  Ihe  second-order  analjEis 
obtained  an  B-value  of  1,251,  indicating  a  pattern  that 
tends  toward  unifornity-  Its  ccrrespcnding  Silk  and  Aflin 
z-values  were  2.84  and  2-06  respectively.  Interpretation  of 
second-order  neighbor  analysis  is  less  straight  forward 
because  visually  it  is  difficult  to  sense  the  proxiiBity  of 
each  point  to  to  its  second  nearest  pcint. 

Sumaing  up,  the  nearest  neighbor  analysis  indicates 
that  the  point  pattern  distribution  cf  S.K.S-S.  clinics 
throughout  Greater  Santiago  are  not  randomly  distributed. 
Different  first-  and  second-order  results  show  that  the 
clinics  are  regionally  dispersed  but  tend  to  cluster 
locally.  In  teras  cf  the  social  ecology  cf  the  city 
described  above,  clinics  are  appropriately  located  in  the 
poorer  regions  of  the  city  and  tend  to  be  clustered  sithin 
those  indigent  neighborhoods. 

Measures  of  Accessibility  to  S . S . S . S .  EflC  Facilities - 
Several  uetbods  exist  in   busan  geographic  research  to 
aeasure  accessibility  to  public  services-    These  approaches 
include  gravity   models,   location-allocation   aodels  and 
linear  programaing  models  (Haynes   and  Fotheringhaa,   198^^; 
Scarpaci,  198U;  Swain,  1961).    h   number  of  models  have  teen 
used  in  studying   locational  aspects  cf  public   health 
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TABIE  20 
Nearest  Neighboi:  Fcraula  tec   S.H.S.S.  Clioic  Aoaljsis 


A) 

Neacest 

Neighbor 

Focaula   R=d-cbs/d-€xp 

where  0.5 

d-ob£=0.5/(H/A) 

B   is  nearest  neighbor  statistic 

d-ob£   is  the  observed  mean  nearest 
neighbor  distance 

d-ex{   is  the  expected  oean  nearest 
neighbor  distance 

N   is  the  nuater  of  joints 

A   is  the  area  vithin  the  set  boundary 

Silk's 
Z-test 
Fcraula    Z=  (D-ots/E-exp) /£E 

D-ots 

where     SE      is  the  standard  ericr  cf  expected 

d-obs    aean  nearest  neighbcr  distance,  cr 

2    0-5 
0-26136/  (N  /A) 

Substitute  0.75  for  second-order  analyses. 

C)  Aplin's 
Z-test 
Foraula    Z=(e-1)/SE 


B) 


S 

where         SE    is  the  standard  error  cf  B,  cr 

B  -C.5 

0.5228  (N) 

Substitute      0-3630   for  seccnd-crder   analyses- 
Source:    Aplin    (1973),    Silk    {1S79)    and    EamiDond    and 
McCullagh    (1974). 
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facilities  in  the   United  States  (Calvo  and   Harks,   1973; 
EarickscD,  1970;  Hotrill  et  al.,  1970).    In  general,  these 
methods  have  addressed  the  spatial  bebavioc  of  patients  in 
laissez-faire  medical  markets  and  the  efficiency  of  delivery 
systems.    These  methods  are  useful  in  addressing  questicns 
of   eguity  to   health  services   and   the  measurement   of 
accessibility  of  physician  care  to  consumers  (Kirty,   1983; 
Hodge  and  Gatrell,  1976;  Ronroe  and  ncGrew,  1975;   Rcrrill, 
197«»;  Syaons,  1971), 

A  modified  version  of  the  gravity  model  (Harcis,   1954) 
is  especially  relevant  to  the  present  study  of  primary  care 
in  Santiago  because  it   includes  a  distance-decay  paiaiseter 
and  measures  the  potential   accessibility  or  attractiveness 
of  clinics.    Attributes  of  nodal  accessibility  to  S.^.S.S. 
clinics  are  contained  in  a  simple  index  derived  frcn  the 
gravity  model. 

n=5i»      k 

Ai  =   J      Dij 
i=1 


where 


Ai   is  the  summary  index  of  accessibility  to 

clinics  at  point  i 
Dij  is  the  distance  between  clinic  i  and  j 
k   is  the  distance-decay  function  denoting  the 

fall-off  in  attendance  to  a  given  facility 
n       is  the  number  of  clinics 


Three  measures  of  accessibility  were  used   in  this 
study,  each  building  upon  the  other.   The  first  and  simplest 
accessibility  surface  incorporated  the  above  measure   cf 
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Figure    15:      Potential   Accessibility   Surface    to    S.K.S.S, 
Clinics 
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accessibility-    Ihis   mapping  ct   potential  accessitilit j 
surfaces  to  5.N.S.S.    clinics  vas   derived  by   suBisiDg  the 
squared  distances  to  the  54  clinics  fcoa  each  of  39H   pcints- 
The  iSH    points  were  derived   ty  taking  a  systematic  sanpling 
at  regular  intervals  from  a  28   fcy  28  grid  superisposec  ever 
the  city-   Points  falling  within   the  specified  city  lioits 
were  used  to  map  a  citj-wide  accessibility  surface-   Greater 
accessibility  is  given  tc  those   clinics  located  in  the  city 
center   while   those   on  the   periphery   receive   less- 
Accordingly,   Figure  15  shows  a  ccnvex  accessibility  surface 
that  rises  towards  the  center  of  the  aetropolitac  area  ard 
then  gradually   declines  toward   the  peripherj.     little 
variation  is   noted  in  the   surface  because  a   nuieratcr  S 
(medical  hours  worXed  weekly)   is  net  included  in  the  index. 
For  all  practical  purposes,  therefore,   Figure  15  hichligtts 
the  "loss"  of   information  that  results  ftos   net  weighting 
clinics  with  some  attribute  ether  than  distance. 

A  second   mapping  weighted   clinic  accessibility   ty 
incorporating  the  number  of  surgery  hcurs  worked   at  each 
clinic  (Knox,  1979;  Smith  1977;   Symons,  1971).    Acding  a 
numerator  to  the  accessibility  measure,   the  computation  is 
based  on 


n=5a     Sj 

^         1 
i=l     Eij 


Ai  =        ( ) 

^         k 


where 


Ai   is  the  summary  index  of  accessibility  tc  clinics 

at  point  i 
Sj   is  the  size  of  the  clinic  measured  by  the  nuster 
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of  physiciao  hours  iicrked  veekly 
Dij  is  the  distance  between  i  and  j 
k   is  the  distauce-deca J  function  denoting  the 

fall-otf  in  attendance  to  a  given  facility 
n   is  the  nuober  ot  clinics 
Accessibility  surfaces  show  that   disparities  do  exist  ancng 

sone  S.N.S.S.  facilities  (Figure  15).  Southern 
Dunicifalities  in  the  netropolitan  area  (la  Florida,  la 
Granja,  La  Cisterna)  have  less  accessible  clinics  than  acst 
of  the  netropolis.  In  contrast,  the  large  low-inccme 
districts  in  the  western  netrcpclitan  area  (Eudahuel,  Fenca) 
fair  relatively  well  and  appear  to  be  "over-dcctored"  areas. 
No  bias  is  seen  in  the  siddle-  and  upper-inccae 
municipalities  of  Providencia,  las  Ccndes,  la  Eeina  and 
Nunoa;  their  potential  accessibility  is  no  greater  than  the 
netropolitan  area  in  general.  Ihis  aeasure  cf  accessibility 
to  primary  care,  therefore,  representing  one  indicator  of 
the  geography  of  uellbeing  (Kncx,  1980)  in  Santiago, 
indicates  both  relative  cases  of  "over-doctored"  and  "under- 
doctored"  areas,  but  net  totally  at  the  expense  cf  either 
poor  or  wealthy  districts.  However,  some  inequality  in 
primary  medical  care  in  cities  is  Inevitable  because  health 
care  facilities  are  discretely  located  anorgst  a  continuous 
population  (Knox,  1579,  165), 

Because  accessibility  according  to  the  above  indexes  is 
defined  as  a  function   of  distance   tc  clinics,    it  is 
important  to  recognize  the  various   results  generated  iy  the 
distance— decay  parameter,  k-   A  value  cf  one  was  assigned  tc 
the  two  previous  accessibility  surfaces   shown  in  Figures  15 
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Figure  16:   Potential  Accessibility  Surfaces  Among  S.k.S. 
Clinics 
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and  16.   However,  different  sacfaces  can  fce  produced  as  the 
value  of  k  changes.    The  rationale  behind  the  weighting  cf 
distances  is  illustrated   by  the  follcning  example-    If  a 
particular  point   were  equidistant  from  two   points,   say 
clinics  A  and  B,   and  clinic  B  offered  more  hours  of  leedical 
care  (S) ,   then  one  would  expect  potential  interaction  tc  fce 
greater  at  the  larger  facility  (Fctheringham,   1979,   197). 
The   resultant  Ai   »alue  will   vary  with   distance-decay 
parameter  k.   A  saall  value  of  k   (0.5)   will  eaiphasize 
general  effects  of  clinic  proiimity  while  a  large  value  cf  k 
<3.0)   highlights   local  effects  of  a  clinic's  relative 
location-*  The  accessibilty  surfaces  calculated  with  several 
measures  of  k  were  generated  by  the  fcllowing 


n=5U 

Sj 

i  = 

I' — ) 

I 

k 

i=l 

Bij 

where 


Ai   is  the  suamary  index  of  accessibility  tc  clinics 

at  point  i 
Sj   is  the  size  cf  the  clinic  j  measured  by  the  number 

of  physician  hours  worked  weekly 
Dij  is  the  distance  between  point  i  and  clinic  j 
k   is  the  distance-decay  function  denoting  the 

fall-off  in  attendance  to  a  given  facility 
n   is  the  nuaber  of  points  across  the  city  surface 


*  A  value  of  1.0  is  frequently   used  in  specifying  distance- 
decay  paraaeters  (k) .   Knox  (1979,  1978)   used  a  value  cf 
1.55  which  was  specified  by  Bopkins  et  al-  (1968).    Ihis 
parameter  was  generated   frcaj  a  regression  laodel   cf  the 
fall-off  rate   in  clinic  attendance   araong  a   sample  cf 
Eritish  facilities. 
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Figure  17  illustrates  the  changes  in  the  accessitility 
surfaces  when  k=0.5,  1-0,  U5,  2.0,  2-5,  and  3.0.  Ihe  local 
effects  caused  by  the  larger  distance-decay  i;araBeters 
produce  a  aore  differentiated  surface  than  the  snaller 
paraaeters-  Ihese  fcraer  paraaeters  highlight  the  local 
effects  of  two  or  more  clinics  teing  located  fairly  clcsc  tc 
each  other.  As  was  illustrated  ty  the  secccd  accessitility 
Dapping  (Figure  16),  the  western  areas  show  tbe  highest 
indexes  of  primary  medical  care  accessibility.  This  finding 
points  out  the  need  to  increase  the  number  of  physician 
hours  or  facilities  in  the  Icw-incone  aunicip alities  cl  La 
Cisterna,  La  Granja  and  La  Florida. 

Sunning  up  the   discussion  on  the  SYRVU   proxioal  aaf, 
nearest  neighbor   analysis  and  accessibility  surfaces   tc 
S.N.S-S-   facilities,  several  comnon  points  were  idertified- 
Southern  portions   cf  the  netrcfolis  have  larger  service 
areas  and  are  under-served  vis-a-vis  other  clinics- 
Accessibility  surfaces  in  Figures  16  and   17  consistently 
revealed  "valleys"  in  the  southern  portions,   regardless  cf 
the  distance- decay  parameter  used.  Ie  contrast,  the  western 
municipality  of  Pudahuel  has  the  smallest  service  areas  as 
well  as  the  highest  "peaks"  on  the  accessibility  surfaces  in 
Figures  16  and  17-   The  western  and,  to  a  lesser  extent,  the 
central  municipalities  (Nunoa,   San   Riguel  and  Santiago)  , 
offer  greater  accessibility  because  of  the  number   of 
physician  hoars  provided  and  the  smaller  service  areas  fcund 
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Figure    17:      Accessitility  Surfaces   to    EUC   with    Various 
Distancc-Eecay   Paraneters    (F) 
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there.    Ihe   analysis  provided  here  offers   one  departure 
point  for  improving  accessiblitj  to  S.K.S.S.   facilities  fcy 
establishing  nen  facilities  or,  the  less  expensive  cptioc  cf 
increasing  physician  hours  at  target  facilities. 

Distribution  ot   FCHASA  General  Practitioners .    Anctter 
iaportant  source   of  priaary  oedical   care  in   Santiago  is 
provided   by  physicians   who  participate   in  the   FCliASA 
progran.   This  seai-public  aedical   system  prcvides  between 
one-guarter  and  one-third  of  all  primary  care  in  the  city- 

Tuo  sources   exist  with   regard  tc   the  location   cf 
doctors*  offices  in  the  FCNASA   program.    Cne  data  source 
exists  from  1978,   the  last   year  of  operation  for  SlFPEIiA, 
the  predecessor  to  the  FOHASA  system.    SEBDEMA  was  divided 
into  two  versus  the  three   levels  of  care  that  characterized 
FONASA  in  1983-   ihile  these  levels  of  care  carry  differect 
costs  {Level  One   being  the  least  expensive)    this  price 
difference  does  not  reflect   the  professional  competence  of 
the  provider.  Instead,   amenities  such  as  the  comfort  cf  the 
vaiting  roon  and  waiting  tise  vary.    As  of  1983,   however, 
the  list  of  FONASA  physicians  has  merely  teen  updated  ty  new 
physicians  entering  the  FCNASA  system   or  by  former  ££fiH£MA 
physicians  changing  their  affiliation  from  one  level  cf  care 
to  another.    Figures   18  and  19  show   the  distrituticn  of 
SEBHENA  physicians  in   1S78  and  FCNASA  physicians   in  1983, 
respectively.    Together,   both  maps   provide  a  reasonable 
representation  of  the  distribution   of  physicians  affiliated 
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with  FON&SA  In  1983   (Eersonal  coaauQication ,    £rn€stc 
Hiranda,  PONASA,  October  1983). 

FCNASA  physicians  ar€  generally   located  in  the  center 
of  Santiago   vith  three  pronounced  clusters   near  transport 
arteries  and  aajor  hospitals-     The  first  ccccentraticn  is 
found  between  the  Catholic  University  and  Salvador  Hcspital- 
Another  cluster  can  be   seen  along  the  aain  thoroughfare,  the 
Alameda,   which  runs  westHard   above  the  underground  sutiiay 
systea  of  Seintiago,  the  Jjetrc.   Ibe  third  grouping  of  lOKASA 
general  practitioners  is  soaewhat  less  dense.    Lying  north 
of  the   central  business  district  and   separated  by   the 
Hapocho   Hiver,    this  concentration   is  found   along 
Independencia  and  Becoleta  Avenues.   Several  aajor  hospitals 
are  found  in  this  part  of  the  city,   including  the  large 
teaching  hospital  at  the  aedical  schccl  of  the  University  of 
Chile. 

In  short,  FONASA  general  practitioners  are  clustered  in 
the   geographic  center  of   the   city  where   there   is 
considerable  proximity  to   large  hospitals  as  well  as    the 
vast  majority   of  pablic  and  private   white-collar  wctlters 
(emgleadgs)  who  patron  their  services.    Dnlike  the  pattern 
of  S.M.S.S.   clinics,   FCfiASA  general  practitioners  are  net 
dispersed  throughout   the  residential   areas   of   their 
patients,  but  rather  have  a  relative  location  that  aaxinizes 
their  accessibility  to  hospitals  and  patients. 
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Figure    18:       Distribution    ot    SEBKEKA    Physicians,    1978 
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Figure  19:   Distribution  cf  FCNASA  PhysiciaDS,  1983 
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Distributiog   of  FCMA5A   Specialists^    Ihe   spatial 
distribution  of  any  professional   group  such  as  physicians, 
lawyers  and  accountants,   provides   insight  into  the  sccial 
ecology  of  the  city.   In  the  free  marketplace,  professionals 
select  office   locations  in  response   to  factors   that  are 
shaped  by  the  forces  of  ccapetiticn  and  oriented  toward  user 
demand.    Two  types  of  FCKASA   specialists  were  selected  to 
determine  whether  different   distributions  exist   betveen 
FONASA  specialists  and  general   practitioners.    Plastic 
surgeons  and  critical  care   medicine  dcctcrs^  were  selected 
as  two  highly  specialized  types  of  medical  practice.    Givec 
these  highly  specialized  areas  of  medicine,   it  was  expected 
that  these  physicians*  private  practices  would   te  located 
between  hospitals  where  tbey  held  staff  privileges,  and  high 
income  neighborhoods   where  they  or  their   patients  reside. 
Both  Figures  20  and  2  1  illustrate  this  expectation.   The  two 
specialists  groups  are  concentrated   in  the   barrio  altc, 
clustering  between  the  major  hospitals   in  the  dontown  area 
(where  FONASA  general  practitioners  are  clustered)   and  the 
residences  of  their  high-income  clientele.    Moreover,  tfceir 


2  Ihe  translation  for  critical  care   medicine  is  taken  from 
the  Spanish   term  cuidado  intensivo.    Literally,   it 
translates  as  "intensive  care,"   Shen  U.S.   physicians  are 
working  in  critical  or  intensive  care  units,   they  tend  tc 
be  unit  directors  who  are  anestbesiolcgists.   Ihe  type  of 
medical  specialty   is  best   described  as   critical  caie 
medicine.    It  is  most  commcn  in  large  teaching  or  public 
hospitals,    Ihe  author  is   grateful  to  Stephanie  lison, 
B.N.,  of  Alachua  General  Hospital,  and  Mark  Walsh,  E.T.  of 
the  Veterans  Hospital,  Gainesville,   Florida,   for  their 
clarification  of  this  term. 
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"UFtown"  locatioa  is   reached  by  the  aain   thoroughfare  cl 
Providencia  Avenue,   a  ccntioaaticn   cf  the  Alaaeda  running 
through  the  city  center.   Providencia  avenue  also  covets  the 
Metro,    thus  providing   patients   convenient  access   tc 
specialists'  offices   by  autoaotile  or  rail   travel.    Ihe 
locaticn  of  this   sample  of  FCBASl  specialists   in  pleasant 
high-income  neighborhoods  in  the  Santiago  suburbs  is  sinilar 
to  the  pattern  observed  by  fiosenburg  (1979)   in  his  study  of 
physicians  in  Toronto,  Canada,  granting,   thecefore,   sere 
grounds  to  our  comparison  between  Chile  and  Canada. 

Distribution  of  Medical  Centers 

Although  the  private  medical  market   is  small  in   Chile, 
it  is   expected  to  grow  as   the  state  provides  the  legal 
framework  for  private  medical  care,  and  cuts  tack  on  putlic- 
financed  medical  care.    Many   practitioners  in  the  private 
medical  sector  have  arrangements  (convenios)  PONASA,  ISAEEEs 
and  other  medical  programs.    Because  of  the  recent  creation 
of  many  of   these  programs,   the  distribution   cf  private 
physicians  to  be  described  will  serve  as  a  "snapshot"  in  the 
early  stage  of  a  possible  boom,  bust  or  stabilization  cf  the 
private  medical   market  in   Chile  under   the  restructured 
medical  system. 

One  phenomenon  of  western   ledicine  is  private  medical 
centers  that   provide  a  wide   array  of   in-hcuse  services 
ranging  from  general  practitioners   and  specialists,   tc  a 
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Figure  20:   Plastic  Surgeon  Cffices,  FONilSfl,  1983 
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figure  21:  Critical  Care  Medicine  Dcctcr  Offices,  FCKASA, 
1983 
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gamut  of  laboratory  procedures.   Ihis  is  a  ccmmon  feature  in 
both  North  Aaerican  and   Chilean  private  nedical  practices. 
A  Dajor  advantage  of  these   centers  is  the  concentration  cf 
many  services  in  a  single  locatict.    Evidence  frcn  the  U.S. 
suggests  that   private  medical   centers  can   generate  scne 
economies  of  scale  (particularly   with  lab  services)   that 
ultimately  result  in  lower  real  costs.    In  addition,   tfcey 
need  not   depend  on   outside  lafcciatcries   cr  specialists 
(Rcemer  and  Schonick,  1973;  Fclk,  1963). 

The  potential   savings  generated  ty   group  practices, 
however,  sure  not  always  passed  en  to  the  consumer.  A   ru&Ler 
of  researchers   have  argued   that  there   is  an   easy  and 
tempting  opportunity  to  request   excessive  and  possitlj  even 
duplicative  services  (Kirkham,  1977;   Eaehr,  1966).    Hhile 
many  of  these  potentially  excessive  services  are  in  response 
to  the  threat  of   malpractice  litigation  against  physicians, 
some   of  these  services  generate   additional  income   for 
practitioners  if  they  are  partial  owners  of   the  clinic  cr 
participate  in  profit  sharing-    This  is  not,  however,   the 
case  with  HHOs  since  there   is  little  or  no  f ee-for-service 
care. 

Studies  related  to  the   distribution  of  medical  centers 
in  Santiago  are  fairly  new,  receiving  impetus  fron  the  free- 
market  changes  initiated  by  the  J?inochet  regime.   Cne  cf  the 
first  of   these  studies   was  done  by   Jimenez  de   la  Jara 
(1982b)   who  documented  the  growth  of  physicians  advertising 
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in  the   netropolitan  Santiago  telephone   directorj  between 

1975  and  1982-   The  nunber  ot   aedical  centers,  Bany  ct  which 

are  actually  saall  frifate  hospitals,  grew  ty  145  percent  in 

this  period.    This  growth  was   concentrated  in  the  upper- 

incooe  neighborhoods  of  Las  Ccndes  and  Ercvidencia.   Jiaenez 

de  la  Jara  also  conpared  the  financial   "survival  rate"  of 

private  aabulatory   care  and  in-patient  facilities.    He 

concluded  that 

the  strictly   private  hospital   operating  as   a 
noraal  private  enterprise,   has  costs  that  surpass 
its  revenues  and  which  guickly   place  the  firs  in 
economic  insolvency  ...   the  private  health  care 
lira  that  works  with  diagnosis  and  aabulatory  care 
has«   conversely,   a  guicX  return  on  its  initial 
investment  and   generates  easy  capital   for  its 
owners,   who  are  usually  physicians  (1982b,   187; 
author's  translation}. 

Free-standing  private  ambulatory  centers,   therefore,   are 

located  in  high-inccae  districts  as  wculd  be  expected  in  the 

private  aedical  marketplace. 

The   relationship  between   the   location  of   private 

medical  centers  and  the  econosic   status  of  the  aunici^ality 

where  they  are  located  was  assessed  ty   a  Spearman's  Back 

Correlation  test.   Although  this  test  is  not  as  powerful  as 

the  Pearson  Product  Homent  Correlation   test,   it  dees  have 

about  91  percent  of  its  power  (Haaaond  and  McCullagh,  1974). 

It   could  not   be   assumed   that  incoae   was   noraal ly 

distributed.   Thus,   the  non-paraietric   Spearman  test  was 

used. 
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The  rank  order  of  th€  aunicifalities  containing  private 
Bedlcal  centers  was  correlated  vith   both  the  rank  order  of 
the   1983   average   fauily   acnthly   iDcoaes   of   the 
municipalities  where  the  private  centers  are  located,   and 
the  ffluoicipal   incose  (oean  inccie  oultiplied  by   siucicipal 
popalation)  (Table  20).    It  was  assuned  that  there  vculd  te 
a  strong  and  positive  relationship   between  the  presence  of 
private  nedical  centers  and  nean   family  monthly  income  and 
total  municipal  income.   This  relationship  was  confined  ty 
a  coefficient  of  .732  at  the  95  percent  confidence  level  for 
both  income  measures. 

Distribution  of  Solo  Private  Physician  tractlces 

A  recent   study  carried  cut  by  Jr2e  (1984)    at  the 
Catholic  Oniversity  of  Chile  analyzed  both  changes  in  the 
location  of  solo  physician  practices   from  1950  to  1980  ard 
the  reasons   for  physicians  selecting  office  locations  in 
1983.    The  data  base  was  taken  from  a  50  percent  systematic 
sample   of  the   Santiago  telephone  directory   physician 
listings  in  1950  and  1980.    During  the  30  years,  physician 
practices  have   apparently  dispersed  from  the   city  center 
towards  the  east  and  northeast.    In  1950,  83  percent  of  all 
physicians  were  located  in  the  municipality  of  Santiago  with 
only  10  percent   in  the  municipality  of   Erovidencia.    Ey 
1980,   this  proportion  of  physicians   shifted  to  HO   percent 
and  28  percent  respectively  (Arze,  198U,   1S7).    Although 
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TABLE  2  1 

Hedical  Centers  and  Inccne  levels  bj  Hunicipalitj, 

1983 


^ 

Municifal 
Santiago/   1S83      1982    Incone 
flunicipal-   Monthly   Pop,    (in  til- 
Municipality   #    ity  Batio   Inccme*   (OCOs)   lions) 
(a)     (b)        (c)       (d)      (€) 
_   __         _  |(c)x(d)| 

1C,i»11  619.1  6.H 

25,006  1iq.8  2-9 

8,681  JI21.9  3.7 

18,681  262-9  M.9 

^,352  359.0  1.6 

1,281  191-3  l.a 

La  Cisterna     9    10.0        5,17C  360-1  U.S 

♦ 
Hid-year  value  cf  Chilean  pesc- 

Note  that  1982  population  and  1983  incone  data  do 

not  include  the  new  aanicipalities  that  hece  canvassec 

for  the  1982  census,  and  were  established  in  1984. 

Facility  Data:  Onpublished  aaterials  fiom  the  National 
Health  Service  System,  March  1S83,  Santiago,  Chile; 
Income  Data:  Onpublished  naterials  frois  the  Cepartment 
of  Economics  and  Administraticr,  Dniversitj  cf  Chile. 
Population  data:  Viviendas  y  Eoblacicn  per  Area  Orbana 
y  Rural,  segun  Provincias  y  Ccnunas,  Begicn  Eetropoli- 
tana  de  Santiago,  Santiago:  IMl,  Censo  1S82,  p-  20. 
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physician  location   has  changed,   Arze   was  net   able  to 
conclude  whether  medical  doctors  had  dispersed  more  than  the 
general  pattern  of  settlement  without  farther  analysis. 

To  determine   whether  physicians  were   changing  their 
office  locations  from  the  city  center   to  the  suburbs  at  the 
same  pace  as  the  general  suburbanization  cf  the  metrcpclitac 
population,   a  test  was  set  up.    A  coefficient   cf 
localization  (also  called  the   Index  of  Dissinilarity)   was 
calculated  using  Arze*s   physician  data  froB  her   1950  and 
1980  telephone  directory  samples-     Ihe  neasure  (Tatle  21, 
Panel  A) ,  a  type  of  Gini  coefficient,   neasures  a  particular 
phenomenon  across   a  region  relative   tc  a   base  magnitude 
(Joseph  and  Phillips,  ^S8^,    98;  Lloyd  and  Dicken,  1968).  The 
coefficient  of   localization  is  used   here  tc   measure  the 
locational  concentration   of  private  physicians.    Values 
range  from  0.0  to  1.0.   A   value  cf  C-0   indicates  that 
physicians  are  distributed  throughout  the  study   aiea  in 
exactly  the  same  proportion  as   the  general  pcpulaticn.    A 
value  if   1.0   would   occur  only   of  physicians   and  the 
population  were  located  in  mutually   exclusive  sets  cf  areas 
(Joseph  and  Hall,  1S85,  152).   Joseph  (1982)   has  found  the 
coefficient  of  localization   to   be   sensitive  to   the 
underlying  population  distribntlcn.    In   addition,   it  is 
important  to  note  that  the   localization  of  concentratior  is 
a  measure  of  concentration   relative  tc  its  base   base 
magnitude  and  not  one  of   absolute  concentration  (see  Joseph 
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and  Phillips,  1984;  Joseph,  1982;  and  Isard,  1960  for  a  mere 
in-depth  review   of  the  strengths   and  weaknesses   of  the 
measure) . 

A  coBfflent  on  the  interpretation  cf  the  Santiago  results 
should  be  noted  here.  First,  the  results  are  influenced  tc  a 
great  deal  by  the  presence  of   cnlj  one  dcctci  in  las  Condes 
in  1950,   resulting  in  a  28-fold  increase  by  1980-   Second, 
the  results   are  based  only   en  population   and  physician 
concentration  within  the  five  core  municipalities-   Although 
a  larger   data  set  aay   generate  different   results,   the 
Dunicipalities  are   included  because   they  enconpass   the 
effective  private  medical  sector-     Ihe  following  results 
should  be  considered  with  these  caveats  in  mind. 

Localization   coefficients  cf   -257    and  .436   sere 
calculated  for  1950  and  1980  respectively  (lafcle  21,   tacel 
B) .    Onlike  the  0.   S. ,  physicians  in  Santiago  have  tecose 
■  ore  spatially   concentrated  during  the  post-liorld   liar  II 
period-   The  coefficient  of  localization  test  suggests  that 
in  1980  private   physicians  who  advertise  in   the  telephone 
directory   were   alaost  70   percent   (-436/-257)    ncre 
concentrated  than   in  1950.   Ihis  strcng  concentration  is 
sisilar  to  Rosenberg's  study  (1983)   of  the  concentration  of 
physicians  in  Toronto   between  1951  and  197  1-     Given  the 
experiences  of  physician  concentration  in  Canada,   Chile  and 
the  U.S-,   more  research  is  needed  to  determine  whether  the 
free  market   forces  of   the  "private"   B,   S.    medical 
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marketplace  act  as  a  greater  agent  of  dispersion  than  in  the 
more  "socialized"  D€dical  systens  of  Canada  and  Chile.  Ihe 
findings  of  this  chapter  suggest  that  this  is  the  case. 

Arze  (198U)    also  scrvejed  22  physicians   with  sclc 
practice  in   Santiago  about   the  locational   attributes  cf 
their  offices.   The  survey  results  ranked  the  most  inpcrtant 
locational  attributes  as  follows:  "proximity  to  the  sutway," 
"closeness  to  support   facilities  (lafccratcries)  ,"   "gccd 
(non-rail)   public  transportion,"  "an  absence  of  noise,"  and 
"proximity  to   major  transport   atteries.  ••   This   racking 
indicates  that  both  attributes  imfortant  to  the  practiticcer 
(guiet  places)    and  the   consumer  (good   transportation) 
determine  the   location  cf  sole  practiticners   in  Santiagc- 
In  general,    these  attributes   of  physician   locaticn  in 
Santiago  are  quite  similar  to  the  Ncrth  Aserican  pattern. 
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#In  1952  boundaries  were  kept  to  ensure  a  valid 
coiBparison  over  the  tine  period-  Thus,  Nunca  includes 
data  froB  La  Seina  in  1980  and  the  eld  Santiago  boundary 
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(Table  22,  continaed) 

that  »as  along  Vicuna  HacKenna  Avenue  was  kept  for 
the  latter  year-  It  was  impcitant  to  make  this 
boundary  adjustment  since  nany  physicians  locate 
near  Vicuna  HacKenna  and  frovidencia  Avenues. 
Data  sources:  Population  data  froa  IBiE  (1952,  1982) 
Physician  data  froa  Arze  (1984). 


Health  Policies  and  the  Spatial  Pattern  of  Physicians _ i n 

Canada 

Milton  Roeoer  (1977fc)   classified  the  Canadian  oedical 

system  as  a  mixture  of  the  traditional  welfare  state,   where 

the  state  ensures  that  universal  medical   coverage  exists, 

and  the  socialist   state  where  private  medical   practice  is 

virtually  non-existant-    Canada   experienced  a  fundasental 

change  in  health  care  financing  in  the  1950s   when  a  large 

portion  of   the  medical   system  was   passed  on   to  state 

control.    Initially,   Canadian  provincial  gcvemments  paid 

one-half  of  the  costs  of  all   medical  care  and  the  naticcal 

government  paid   the  other  half.    The  purpose   cf  this 

financial  arrangement  was  two-foldj    (i)   to  slow  dcwn  the 

rise  in  medical  costs;    and  (ii)  tc  provide  service  to  the 

medically  indigent-    The  current   financial  arrangenent  in 

Canada  has  changed  from  the  early  days  of  the  1950s.   Icday 

medical   care  funds  are  allocated   by  block-grants   and 

provincial  governments  manage   these   funds  under   fcrcad 

national  guidelines.     In  Ontario,   for   example,  tb€ 

provincial  government   pays  90   percent  of   the  ccsts   cf 
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Biedical  care,   vhile   the  consuner  pays  the   rest.    The 
proportion  of  funds  paid  by   the  prcviccial  gcvernnents  varj 
slightly  (Rosenberg,  1983). 

Host  studies  on  the   Iccaticn  and  distribaticn  cf 
physicians  in  Canada  have  been  at  the  regional  level  (Ihrall 
and  Tsitanidis,  1983;   Bees  e^  al.»   1976;   Sfaulding  and 
Spitzer,   1972).   This  bedy  of  literature  has  exanined  the 
significance  of  patient  origins,   costs  of  travel  tc  nedical 
care  and  the  location  and  gronth  of  physician  services. 

Bottoaley  (1971)  carried  out  picneer  week  en  the  intra- 
urban spatial  behavior  of  Canadian  physicians.    Ee  askec  20 
general  practitioners   and  20   specialists  tc   rank  seven 
criteria  that   might  affect  the  attractiveness   of  dcctcrs* 
offices-    General  practitioners,  who  depend  very  little  en 
high  technology  facilities  found   in  hospitals,   said  that 
residing  within  five  oinutes  froD   a  hospital  was  the  least 
important  attribute   ef  their  Iccations.    Gcod   access  tc 
public  transportion  was  seen  as   the  aost  isportant  spatial 
attribute  of  general  practitioners*   sucgeries.    Ihe  sane 
seven  criteria  provoked  very  different  responses  froo  the  20 
specialists   in  Bottoiley*s   study.    Cn   the  one   hand, 
specialists  said  that  accessiblity   to  putlic  transportation 
was  the  least  important  attribute  of  their  practices  whereas 
proximity  to   hospitals  was  the  mcst   important  locaticnal 
feature-    The   significance  of  Ecttomley's  study   is  the 
relative  importance  of  non-monetary   factors  in  the  location 


of  physicians*  offices.  This  tyfe  of  research  uDdersccrcs 
the  inportance  of  Iccatiooal  attributes  in  the  delivery  of 
oedical  care  tihen  the  price  of  ledical  cace  varies  little 
within  physician  specialty.  HoreoTec,  it  can  te  seen  that 
even  when  coopetiticn  aocng  physicians  is  net  prinarily  a 
fanction  of  the  cost  of  certain  services  (and  supply  ard 
demand  forces  are  therefore  oitigated) ,  certain  f actcrs  hill 
still  dictate  their  relative  location  in  cities. 

Other  studies  en  the  location  cf  physicians*  offices  in 
Canada  have  not  followed  a  behavioral  approach   siailac  to 
Bottoaley  bat  instead  have  described  the  existing  pattern  of 
physicians  by  type  of  specialty.    Spcerel  (1973)  deteriaired 
that   specialists   in  Ontario   tyjically  located   their 
practices  in   urban  centers   between  two   major  hospitals. 
This  location  gave  thea  egaal  access  tc  hospitals  where  thej 
had  staff  privileges.    General  practitioners,  however,  were 
more  evenly   distrituted  thrcnghcDt  the   Ketrcpclitan  area. 
Rosenborg  (1979)  observed  physician  locations  in  Toronto  and 
concluded  that  they  tended  tc   ccncentcate  in  higher  inccue 
neighborhoods.    These  neighborhoods  had   anenities  such  as 
wide  avenues,   low  incidences  of   crine  and  little  traffic 
congestion.    Highly  regarded  sites  for  physician  locations 
were  those  neighborhoods  that  had   these  amenities  but  were 
also  relatively  close  to  aajor  hospitals.    Eosenturg  noted 
that  between  1951  and  1971  the  distribution  cf  physicians  in 
Toronto   paralleled  the   gradual   suburbanization  cf   tbe 
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aetropolitan  region.    His  nearest  neighbor  analysis  shcfced 
that  physician  practices  becaae   less  clustered  tetweec  1951 
and  1971,   the   nuoter  of  locaticos  decreased   (with  mere 
■ulti-physician  practices  per  location) ,      and  the  numter  cf 
physicians  increased,    the  20  year  trend  revealed  a  decline 
in  solo  practices  as  physicians  cfted  fcr  grcup  practices  in 
■ore  aesthetically  pleasing   neighborhoods.    However,   it 
should  be   noted  that   although  Bcsenkerg   ccncluded  that 
physicians*   locations   in  Toronto   are   beccsing   less 
concentrated,   the  nearest  neigbtcr  value  ot    E  changed  only 
from  .327  in  1951  to  to  -181  in  1971  (Bosenfcerg,  1983,   5). 
Such  low  R   values  denote  a  very  clustered   pattern  in  both 
tiae  periods. 

Health  Policies  and  Spatial  Ortac  Pattern  of  Physicians  in 

the  O.S. 

Schaltz  (1966)   first  outlined   the  expected  points  cf 

access  to  primary  medical  care   within  an  optimum  hierarchy 

of  physician   services  as  might   be  expected  from  cectral 

place  theory-    However,    he  fcund  that  the   location  cf 

physicians  cannot  be  characterized  in   this  aanner  ever  when 

the  assumptions   of  price  and  snpply   cf  physicians   are 

relaxed  from  the  hypothetical  case  anticipated.   Ibe  reality 

of  urban  America   and  physician  behavicr  are   far  frcm  this 

gecmetiical  ideal.    A   number  of  factors  account   fcr  the 

deviation  from  this   thecretical   pattern  cf   physician 

locations.    American  physicians  operate  as  oligarchs  which 
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distorts  this  geometric  ideal.   Ibeir  oligacchic  behavici  is 
evidenced  by  the  1)    ase  of   their  sain   professiocal 
association   which  represents   just   over   half  of   all 
physicians  (the  Aoerican  nedical  Association)  to  control  the 
legal  environment  in  which  they  work;   2)   estafclishoent  cf 
adfflissions  criteria  for  medical  schools;  3)  determination  of 
licensure  criteria  tor  their   peers  and  auxiliary  petsonnel- 
Collectively,   these   factors  partially  explain   why  pure 
competition  does  not  exist  in   the  Aneiican  oelical  saiket. 
In  addition.   Federal  price  ceilings  exist  for  Hedicaic  acd 
nedicare   programs  and   private   insurance  carriers   have 
established  price  guidelines  which  have   some  bearing  on  the 
costs  generated  in  the   nedical  narketplace.    Since  1983, 
Hedicaid  and  nedicare  programs  have  different  hospital  price 
schedules  (for  acute  care)   for   seven  regions  in  the    U.S. 
Ihese  federal  health  insurance   prograKS  operate  using  CFGs 
(diagnostic  related   groups)   which  are  comprised   cf  '166 
different  resource-use  clusters.   If   providers,   maitly 
hospitals,   can   deliver  care   at  costs   less  than   tfcat 
stipulated  by  the   CRG,   then  they  are   reinbursed  and  the 
difference  is  kept  as  a  savings-   If  their  costs  exceed  the 
DBG,  then  the  loss  aust  be  incurred  by  the  provider.    Ihese 
DBGs  are  the  latest  government  plan  to  hold  down  healtb  care 
costs  (DBGs?:   How  are  they   stacking  up?,   11  earch  1965; 
Profitable  American  Hospitals,  18  Hay  1S85)- 
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State  interventico  in  the  O.S.  medical  narket  iocreased 
in  the  post-World  War   II  period  as  evidenced   by  the  Eill- 
Barton  Act  (1945)   and  the  creation  of  fiedicaid  and  Medicare 
(1965).    These   prcgraas  attempted  tc   increase  hospital 
coverage  in  rural  areas  and  reduce  financial  costs  for  tie 
poor  and  elderly  respectively.    In  a  parallel  trend,  there 
was   also  a   plethora  of   evaluation   research  on   ttese 
programs.    Hill-Burtcn   funds  did  increase  the   numter  cf 
hospitals  in  rural   America  but  the  Hedlcaid   and  Medicare 
legislation   has  had  more   guesticnable  results.    Cespite 
government  and   private  insurance  intervention  in   tie  Q.£. 
medical  marketplace,   it  still  retains  the  largest  "private" 
medical  market  in  the  world  (Bcemer,  19171)- 

Although  dedicaid   sought  tc   provide  basic   medical 
services  for  the  poor,   physicians   clearly  did  not  rush  to 
set  up  medical  practices  in  peer  inner  city  areas  (Cugliani, 
1978).    Somewhat  unexpectedly,   the   urban  poor  have  teen 
treated  in  increasing  numbers  in  out-patient   clinics  and 
emergency  rooms  of  large  public  hospitals.  These   facilities 
have  become  the  "dcctors*  offices"   cf  the  urban   peer  cf 
America^ — an  outcome  not   anticipated  by  the  writers   cf  the 
1965  legislation. 

Besearch  by  Luten  et  al.    (1966)  and  Schneider  (1967), 
whose  foci  are   tied  to  the  the  distance   decay  paradigo  in 
explaining   the   location  of   physicians,    argue   tlat 
specialists  in  the  O.S.   seek   tc  minimize  distance  letveen 


196 

the   hospital  and   their   private  practices-    General 
practitioners,  on  the  ether  hand,   wish  to  miniaize  distance 
between  their  homes  and  their  practices   if  the^  do  net  have 
hospital   duties-    In  contrast  to   the  distance   decay 
paradigm,   De  Vise  (1971,    1973)   posits  an  ideological 
explanation  of   physician  location-    Cesfite   the  service 
orientation  of   their  profession,   Ce  Vise   contends  that 
physician  ideology  limits  the  nuBfcer   ef  physicians  that  set 
up  practices  in  ander-served  areas  where  the  pcor   acd 
minority  groups  reside.   Physicians  seek  tc  naximize  their 
incomes  and  recuperate  as  fast  as  possitle  opportunity  ccsts 
incurred  daring  their  medical  training-    Their  ptcfessicnal 
behavior  is   aligned   with   their   upper   aiddle-class 
backgrounds  and  their  efforts   tc  maximize  profits  verifies 
this.    Although  government  attempts  to  estaflish  ticancing 
schemes  such  as  Medicaid,  Medicare,  and  Hill-Eurton  have  not 
substantially   altered  physician   behavior   in  the   1960s 
(Derbyshire,  1969;   Bayack,  1964),   theie  is  sone  evidence 
that  HflOs  are  forcing  physicians   to  be  more  price  ccnscicus 
(Homer,  1982). 

Studies  subsequent  to  the   initial  research  of  the 
seminal  Chicago  Begional  Health   Program  have  extended 
research  findings  on  physician  Iccaticnal  patterns-   Shannon 
and  Dever  (1974)   studied  the  regional  patterns  of  physician 
location  in  the  O.S.   and  docunented  the  flew  of  physicians 
to   the   "sunbelt"  region,    particularly   high-income 
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BetrcpolitaQ   areas   vitb  large   lesearch   and   teaching 
hospitals  (e.g.,  Atlanta,  Houston,  Chapel  Hill,  Gainesville, 
Hiami).    Dewey  (1973)   was  one  cf  the  first  tesearchers  to 
describe  the  locaticn   of  physicians  within  the   context  cf 
retail  trade  establishaents.    fie   observed  the  increase  in 
physicians  locating  in  shopping  centers,  large  shopping  mall 
cooplexes  and  aid-size  ccamercial  centers.    Ibis  Iccaticcal 
point  provided  consuaers  with  access  tc  priaary  raedical  care 
just  like  any  other  retail  good   or  service.    In  the  sane 
analysis,   Dewey  (1973)   confined  the  pattern  observed  ty 
florrill  et  al- ,  (1970)  that  physicians  in  the  pcst-icrld  Sar 
II   period  have  been   gradually   abandoning   inner-city 
locations  adjacent  to  hospitals,   and  establishing  practices 
in  the  suburbs.    Physicians  had  been  noving  from  inner-city 
neighborhoods  that  were  undergcing   ethnic  and  sociceccncsic 
changes,   to  more  affluent  suburban  areas.    Eusch  acd  Eale 
(1978)   also  support  this  trend,   noting  that  the  Aoerican 
physician  is  moving   tc  aore  prosperous  areas   with  greater 
support  facilities. 

Bosenthal  (1978),   in  a  study   siailar  to  Dewey's  ncrk 
(1973),   considered  the  locaticnal  pattern  cf  physicians  in 
the  niaai.   Port   Lauderdale  and  lest  Fala   Eeach  Standard 
Hetropolitan  Statistical   Areas  (SMSAs)   between   1950  and 
1970.   He  concluded   that  not  cnly  was  there   a  strong  and 
positive  correlation   between  physician   location  in   the 
"sunbelt"  and  a  general  aigratcry  flc*  tc  that  region,   tut 
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that  high-incoae  and  high-density  population  areas  were  the 
strongest  attractors  of  fhysiciaE  practices. 

Shannon  et  al- ,  (1S76)   reviewed  the  Iccational  pattern 
of  physicians  in  Bashington,  E.C.,   a  city  where  Blacks  are 
the  majority,   to  see  if  the  ideas  cf  Ee  \lise  (197  1,   1973) 
were   valid.     They   found   that   low-income   Elacks 
overwhelmingly  sought  priaary  medical   caie  in  the  emergency 
rooms  and  out-patient  clinics  ot  large  hospitals.    Souewfcat 
unexpected,  however,  was  the  finding  that  atcut  one-third  of 
middle-income   Blacks  opted   for   hospital  facilities   in 
receiving  primacy  medical  care  despite  the  fact   that  they 
had  the  out-of-pocket  resources  or  health  insurance  coverage 
to  resort  to  private  practitioners.    It  was  concluded  that 
Blacks  felt  more  comfortable  when  attended  in  the  ccspany  of 
other  Blacks,   regardless  of  their  inccme  level.    In  ether 
words,   the  rapidity  of  care   among  private  physiciacs  was 
often  rejected   because  cf  a   preference  to  be   treated  in 
settings  (hospitals)  with  other  Elacks.    On  the  supply  side 
of  primary  medical  care,  this  same  study  (1978)   noted  that 
25  percent  of  private   general  practitioners  in  Bashin^tcc, 
E-C.   were   concentrated  within  cce   lile  of   three  major 
hospitals;  an  unconaon  pattern  in  North  American  cities. 

The  following   points  summarize   the  North   American 
pattern  of  physiciac  location:     1)   physicians  have  teen 
gradually   leaving  city   centers,    2)   physicians   are 
increasingly  locating  in  affluent  suburban  neighborbccds,  3) 
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when  provided  a  choice,   specialists   prefer  to  locate  near 
large  teaching   hospitals,   and  4)   shopping   centers  and 
shopping   malls  increasingly   house   sore   physiciars, 
emphasizing   that  primary   medical  care   is  a   mid-range 
economic  service  that  is  accessitle  by  autoootile  trav€l- 

Sumaary  and  Ccnclusicn 
Ihis  chapter   described  the   spatial  organization   cf 
primary  care  facilities  in  Santiago,  Chile  and  analyaed  this 
relative  to  patterns  in  Canada  and  the  Onited  States.    Ihe 
pattern  of  physician  location  in  Canada,   drawing  heavily  on 
the  work  by  Rosenberg  (1983)  in  Toronto,   indicates  a  strong 
clustering  pattern  which  was  also  evident   in  Santiago. 
Calculations  made   in  this   chapter  indicate   that  private 
physicians  in  Santiago   have   become  locationallj   icre 
concentrated  since  1950-    This  finding  is  at  variance  with 
trends   in  the   O.S,    since   1950  where   the   gradual 
suburbanization  of  the  pcpulaticn  has  brought  physicians  cut 
into   the  suburbs   where  they   have   access  to  support 
facilities  and  non-indigent  clients.    This  research  also 
provided  initial  insights  into  the  role  that   the  type  cf 
national  medical   system  aay   have  in   affecting  physician 
location-   Although  private  medical  practices  are  not  large 
in  either  Chile  or  Canada,   there   is  a  tendency  for  these 
practices  to  be  concentrated.    The  0.    S-   medical 
marketplace,  on  the  other  hand,   appears  to  be  dispersed  by 
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market  forces;   physicians  locate  near  high-incone  clientele 
in   the  suburbs   as   Hell  as  hcsfital   ccajlexes   are 
increasingly  being  found   outside  of  the  city   core.    Ihe 
pattern  of  less   accessibility  to  prinary  medical   care  in 
Santiago  in  recently  developed  and   low-income  areas  cf  the 
city,   is  similar  to  patterns  found  ic  New  2ealand  (Earcett 
and  Newtcn,  1977)   and  Great  Britain  (Knox,   1978,   <424). 
Although  this   chapter  identified  the  strong  and  positive 
correlation   between   the  location   of   private   medical 
facilities  and  personal  income,   it   must  be  noted  that  an 
ecological  effect  may   be  operating  since  most   high  icccae 
groups  live   relatively  close  to  the   metropolitan  center. 
Ihus  the  traditional  Santiago  urtan   core  is  still  a  strccg 
retainer  of  physicians.   Future  research  should  explore  this 
relationship  between   physician  concentration   in   urfan 
centers  in  other  Latin  American  cities  and  how  those  spatial 
patterns  vary  by  types  of  medical  care  financing. 

Onlike  the  Iccaticnal  procedures  used  in  the  Dnited 
States  and  Canada,  public  PMC  facilities  are  not  selectee  ty 
electorate  demand  or  by  locaticral  analysis  techniques. 
Public  health  care  facilities  in  contemporary  Chile  are 
derived  ty  spontaneous  demand,  public  demand  and  mayoral 
appeal. 

Crder-neighbor  analyses  revealed   that   S.K.S.S. 
facilities  are   not  randomly  distributed.     This  finding 
indicates  that  S.N-S.S.   officials   take  into  account  soae 
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spatial  considerations   in  facility   planning  despite   tb€ 
absence  of  locational  analyses   in  their  planning  prcgrais- 
T!he  first  measure  of   accessibility   generated   an 
accessibility  surface  free  394  pcints  to  5U  S.N.S.S.  ptimary 
care  centers.    A  convex  surface  resulted,  underscoring  tfce 
sensitivity  of  the  measure   to  centrally   located  points 

(Figure  15).    Accessiblity  declined  evenly  as  distance  Iron 
the  center  of  the  oetropolitan  area  decreased.   The  measure 
was  found  to  be  of   limited  utility  because  attritutes  other 
distance  to  clinics  were  not  inccrpcrated  and  the  high  point 
of  the  accessibilty  surface  hovered   over  the  center  of  the 
clinics.   Moving  to  a  more  refined  measure,  a  second  clinic 
accessibility  surface   weighted  clinics   ty  the   custei  of 
physician  hours   provided-   The   Bap  indicated   that  the 
western,   central  and  northern   districts  were  well  endowed 

(Figure  16).    Opper- income  neightorhocds   in  the  northeast 
and  low-income  neighborhoods  in  the  south  had  low  indexes  of 
accessibilty.    The   third  and  Bost  sensitive   neasure  of 
accessibility  to  public  health  clinics  also  weighted  clinics 
by  the   number  of  physician   hours  worked,    tut  included 
different  distance-decay  parameters,  k,  as  well  (figure  17). 
low-values  of  k  (1.0  and  1,5)   emphasize  a  general  effect  of 
clinic  clustering  or   dispersion  across  the  surface   of  the 
metropolis.    High  values  of  k  highlight  local  conditions  of 
relative  accessibility.   Fron  a  practical  standpoint,  higher 
values  of   k  are  perhaps  a  tetter  index  of  accessiiility 
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because  they  offer  a  Iccal   ajpraisal  c£  clinic  ai»ailafcilitj 
(in  terms   of  distance  of   physician  hours)   which   is  of 
interest  to  the  S.M.S.S.  consuner.   Health  district  Banagers 
and  clinic  directors  would  also   fce  more  interested  in  hich 
values  of   k  since   they  represent   local  conditions   cf 
accessiblity-    Conversely,   planners  at   the  Ministry  cf 
Health  would  benefit  nest  frca  lew   values  cf  k  (1.0-   and 
1.5)   since  a   more  regional  effect  is   neasured.    Iccal 
district  health  planners  would  te  able  to  use  these  neasures 
to  better   evaluate  intra-  and  inter-district   variation  in 
the  utilization  of  S.M.S.S.  services-    Another  application 
would  be  to  generate  interaction  models  based  on  utilization 
figures.    Socioeconomic  data  on  the  location  and  nuater  cf 
indigents  could   be  used   to  identify   clinics  that   are 
surrounded  by  extreiely  poor  neighborhoods.   Kowever,   ttis 
would  require   more  complete  and  centralized   ccllecticn  cf 
data  by  local  municipalities  and  the  S.K.S.S- 

The  semi-public  FONASA  system   was  reviewed   and  the 
distribution   of   general  practitioners   and   specialists 
affiliated  with   that  system   was  discussed.    GEs  kere 
concentrated  in  three  clusters  in  the  downtown   area  while 
specialists  were   concentrated  in  the  affluent   barrio  alto 
section  of  northeastern  neighborhoods.    It  was  hypothesized 
that  both  GPS  and  specialists   located  near  their  clientele 
although  for  different  reasons;   the  former  sought  dcwctcwn 
locations  that  are   close  to  large  nuibers   of  white-collar 
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workers  and  the   latter  group  drew  upon   high-income  narket 
froa  the  tarrio  altc. 

The  location  ot  private   medical  centers  and  physician 
offices  exhibited   a  strong  and  positive   relationship  with 
Bonthly  faail;  incone  levels.    Such  a  pattern  is  very  much 
in  line  with  the  workings  of   the  private  medical  narket  in 
the  0-S-    One  difference,  however,   is  that  large  suturtan 
shopping  centers  are   not  a  cciancn  feature   in  Chile  (there 
was  one   large  shopping  oall   ir  setrcpclitan   Santiago  in 
1983,   Parque  irauco) .    Ihus   Chilean  physicians  are  net 
located  where  the  consumer   can  conduct  aulti-purpcse  visits 
to  large  retail  centers.    Bather,   private  physiciacs  are 
concentrated  in   aesthetically  pleasing  settings   that  are 
accessible  by  aajor  transport  arteries  such  as  the  Retrc  and 
Providencia  Avenue.    In  these  locations,   there  is  re  need 
for  large   parking  facilities  since  bus   transpcrtaticn  and 
rail  are  the  aajor  seans  of  transportation  in  Santiago. 

The  1983  pattern  of  private  sedical  doctors  in  Santiago 
is  similar  to  the  pattern   found  in  the  imaediate  pcst-Hcrld 
Har  II  period  in  the  United   States  when  the  large  sboppirg 
centers  and   shopping  aalls   that  characterized   the  U.S. 
landscape  of  the  1950s  and  1960e  iiere  net  ccnaon.    Hohever, 
it  is   not  expected   that  a   siailar  pattern   of  private 
physician  locations  will  develop  in  Chile  fcr  two  reasons 
1.   There  is  an   absence  of  cosacrcial  property   on  the 
scale  required  to  to  acccnaodate  large  retail  centers 
in  northeastern  Santiago;  and. 
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2.   It  is  unlikely   that  a  large  encugh  clientele  lill 
emerge  in  Chile  to  support  this  econcaiic  activity- 
Three  lines   ot  conteaporarj  geographic   thought  nere 
considered  at  the   outset  of  this  chapter  in   order  tc  ocre 
fully  interpret  the  spatial  pattern  of  EMC  in   Santiago.   The 
neo-classical  perspective  is  supported   ty  the   enpirical 
observations  presented.   Private  phjsiciacs  are  concentrated 
near  their  clientele  and  near  support  facilities,   icrk  ty 
Arze  (1984)   is  carried  out  in  the  huaanistic  school,   tut 
such  studies  are  generally  lacking  on  Santiago,   In  light  of 
similar  concentration   patterns  cf   physicians   in   the 
aetropolitan  centers   in  Canada  and   Chile,   it   sight  t€ 
fruitful  to  pursue  more   kehavicral  or  humanistic  inquiries 
into  the  location  of  physicians.   As  fosenberg  coaBects 

In   contrast  tc   Anerican   research  that   shows 
physicians  acting   as  entrepreneurs   locating  in 
higher  income  areas,  (this)   evidence  adds  weight 
to  the  belief  that  the  basis  for  understanding  the 
location  of  physicians  in  Canadian  cities  maj  te 
better  understood   using  a   behavioural  approach 
(1983,  7), 

A  final  perspective,   that  of  the  structuralist  schccl 

of  human  geography,   «as  alsc   ncted.   A  central  lice  cf 

thought  here  is  that  the  state  develops  a   EPC  network  tc 

rectify   the  inevitable  weaknesses   cf  the   marketplace. 

Accordingly,   S.N.S.S.   primary  care  could  te  viewed  as  cce 

element  of  collective  consumpticn  that  is  provided  in  order 

to  avoid  a  collapse  in  social  relations.   The  state  is  also 

able  to  ensure   a  cheap  and  healthy  peel  of   labor  which  is 
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necessary  for  capitalist  production  (Kirbj,   1983,   22-26). 
This  study  did  not  find  that  the  poor  are  strongly 
discriainated  against   by  the   distritution  of   public  PEC 
facilities.   Areas  ct  underp revision  were  identified  but  cot 
solely  at   the  expense  of  poor   areas  of  the   city.   Kcr€ 
refined  analysis  is  needed  to  address  this  question  further- 
Socioloyist  Castells*  assessment  (197£)  of  state  procrans  as 
a  tool   to  mitigate  social   tensions  that  mj   escalate  to 
revcluticnary  aoveaents,  seens  particularly  pertinent  to  the 
present  Chilean  experience.    Support  from  low-  and  Eiddl€- 
income  groups  is  crucial  to   the  continuance  of  the  ticcchet 
regiae,   and  the  provision  of  accessible  medical  care  is  one 
component  of  that  support. 


CHftETEE  VI 
SDHHABI  AND  CCKCIDSICN 


This  research  has  analyzed   various   aspects  of 
accessibility  to   primacy  aedical  care   in  chile   and  the 
findings  have  been  coopaced  vith   those  fros  ether  natiors. 
The  broad   approach  taken   tried  to   encoiEpasE  the   nany 
diaensicns  of  accessibility  in  assessing  tte  ease  ty  which 
primary  aedical  care  is  obtained  and  the  barriers  that 
impede  such  care. 

The  restructured  health  care  financial  system  described 
in  Chapter  II  illustrates  major  differences  between  tew  the 
Chilean  junta  conceptualiaes  health   care  accessibility  and 
availability,  and   those  of   previous  and  more  welfare- 
oriented  administrations.    By  reworking  the  nation's  lans, 
private  practitioners  can  work  in  lOKASA   (National  fiealth 
fund),   ISAPRSs  (Prcvisieral  Health  Institutes)   and  ether 
private  medical   practices  because  of   consumers*  increased 
payroll  deductions  (cotizaciones)    and  mere  eut-ef-£ccke t 
payments-   Thus  the  availability  of  frcviders  has  increased 
with  no  regard  for  the  rather  scarce  purchasing  power  ef  the 
medical  care  consumer.    A  decrease  cf  eight  percent  in  th 
provision  of  S.N.S.S-   (National  Health  Service  Syst€B)care 
from  58  percent   in  1977  to  50  percent  in   1983,   and  the 
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privatization   of   £oid€   aedical   picgiaas   and   fiscal 
retrenchaent  in  the  public  nedical  sector,   are  only  partial 
OQtcoiBes  of  health  policies.    In  addition,  the  govecnngnt's 
proposal  to  invest  pension  funds  (AFPs)    in  the  aidst  cf  a 
waning  economy,   and  io  the  afteriath  cf  a  major  setback  cf 
its  monetarist  policies,   signals  the   avidity  by  vhicb  tbe 
present  regime  is  willing  to  carry  cut  its  philcscphy.    ihe 
crucial  natter,  and  one  which  this  research  has  attcsftec  tc 
address,   is  the  influence  that   these  changes  have  had  and 
will  have  on  oedical  care  consumers. 

The  oaterials  reviewed   in  Chapter  III  shov   that  the 
■ost  foraidable  deterrent  to  care,   namely  financial  costs, 
are   affecting   income  groups   differentially-     FOiflSfl 
consumers,  the  bulk  of  the  middle-class  aedical  market,  have 
been  the  most  adversely  affected-    FCUASA's  three  levels  cf 
care  illustrate   a  hierarchical  availability   of  providers, 
with  a  larger  number  cf  tbem   in  the  icst  expensive  levels. 
In  terms   of  relative  accessibility,    it  was   noted  that 
medical  vouchers   eiperienced  the  seccnd   greatest  increase 
within  the  Consumer  Price  Index   during  the  third  quarter  cf 
1S83.    fiegardless  cf  income   level,   the  Chilean  Bedical 
Consumer  Price  Index  indicated  a   decline  by  about  one-fifth 
in  medical   care  purchasing  power   between  1978   and  1963- 
Once  again,   middle-income  groups  have   borne  the  brunt  cf 
this   increase  because   blue-cellar   wcrkers  continue   tc 
receive  free  care  while  the   proportion  of   aedical  ccsts 
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incurred  by  users  of  ISAPBEs  and  other  private  systems  has 
diminished-   This  was  especially  apparent  in  the  increase  in 
monthly  withholdings  ±or  nedical   care  (cctizaciones)   ftcm 
four  percent  to  six  percent  within  twc  years,   and  during  a 
time  when  real  wages  were  falling. 

Among  the  various  private   and  public  medical  sjstens, 
the  largest,  the  National  Health  Service  System,   appears  to 
have  been  the   least  effected  by  the   current  regiise  except 
for  a  decline  in  the  proportion   cf  users  and  an  increase  in 
the  physician-to-populaticn   ratio.    The   contribution  ct 
worker  and  indigent   payments  toward  the  total  revenues  cf 
that  system  has  not  exceeded  ten  percent.   The  proportion  of 
revenues  earned  by  the  sale   cf  medications  is  much  greater 
than  under  the  Allende  government,   but  similar  to  the  early 
years  of  the   Frei   administraticn   and  the   Alesandri 
government.   As  is  often  the  case  in  large  national  public 
systems  throughout  the  world,   the   majcr  costs  incurred  ty 
these  consumers  is  measured  by  their  long  waiting  tiice. 

Cultural  and   organizational  barriers  tc   health  care 
were  few  as  revealed  in  the  study  of  1U0  users  of  a  S.N.S.S. 
facility  in  soutiieastern  Santiago-    Seme  conflict  seemed  to 
exist  between  auxiliary  personnel  and   consuaers  tut  it  «as 
absent  in  the  patient-doctor   relationship-    It  is  likelj 
that  the  tensions  between  staff  and  patients  and  the  lengthy 
wait  at  this  clinic  have  teen   ccomon  features  cf  the  system 
since  its  inception  in  1952.    The  quality  of  care  delivered 
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fcy  physicians   was  found  to   be  slightly  higher   than  the 
neasDces  taken  froH   other  studies  in  Chile   and  gecerally 
point  to  a  high  degree  of  satisfaction  among  this  facility's 
users.   Ihe  surveyed   wonen  and  clinic  users   fron   fenalc- 
headed  households  shoved  no   significant  differences  in  the 
frequency  of  utilization  of  the   S-N.S.S.   facility  cor  in 
their  evaluation  of  the  care  they  obtained-   In  light  cf  the 
absence  of  affordable  child-care  facilities,   wciaen  defended 
upon  informal  social  netvcrks  tc  lock  after  children  or  else 
children  accompany  vooen  to  the  clinic*   In  an  interDaticnal 
context,   the   surveyed  Chilean   ncaen  experienced   feuer 
hindrances  to  primary  medical  care   care  than  many  of  their 
Latin  American  counterparts.    Segardless  cf  gender,   users 
said  that   physicians  touching  them  during   the  exaiEinaticn 
was  a  major  determinant  of  their  Judgement   cf  gualitj  cf 
care.    Because  it  is  unlikely  that  a  medical  examinction  is 
carried  out  without  some   physical  contact  tetiieen  provider 
and  patient,   this  reference  suggests  a  general  attitude  cf 
concern  on  part  of  the   provider.    In   turn,   patients 
perceived  that   they  were   being  accepted   and  coapetertly 
treated  by  physicians  regardless  cf  class  differences. 

Patients  interviewed   held  a   strong  conviction   that 
their  health  care  was  a  basic  civil  right.    This  vas  the 
main  reason   for  coming   to  the   clinic  where   they  were 
treated,  surpassing  even  geographic  picxioity.    Although  in 
the  majority  of  the  cases  they  uere  legally  entitled  tc  care 
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because  of  their  indigence,    their  sense  of  correspondence 
with  the  S.N.S.S.   uent  beyond  a  sere  geographic  assignaect 
to  a  particular  facility.   This  finding  alocg  with  patients' 
preference  for  public  care  (even  if   they  had  they  acrey  to 
purchase  private   piiaary  medical  care  in   the  marketplace) 
has  a  significant  policy  implication.    It  reveals  a  deeply 
entrenched   conviction  that   medical  care   coverage  is   a 
benefit  inherent  in  their  status  as  citizens,  and  it  implies 
that   possibly   one-half   of  all  Chileans   nill   find 
unacceptable  further  aodifications  to  the  S-K.S.S-   delivery 
system.   is  reached,    Ihis  hypothetical  point  where  medical 
services  are  too  greatly  cut  back,    nay  te  the  moncnt  when 
the   dwindling  support   of  the  current  regine   subsides 
markedly.    In  this  instance,  the  purpose  of  the  state  as  a 
guarantor  of  a  healthy  labor  force  will  nc  longer  exist,  and 
its  control   over  the   proletariat  could  be  dramatically 
challenged  (Castells,  1S78)- 

Geographic  accessibility   to  prinary  medical   care  was 
addressed  by  both  the  Villa  O'fliggins   survey  and  a  stud^  of 
the   spatial  organization   of  EEC   facilities  in   Greater 
Santiago.   The  distribution  of  54  S.N.S.S,   clinics  did  not 
favor  high  or  middle  income  districts  of  the  city.    Clinics 
have  been  set   up  atidst  neightcrbccd  clusters   that  a£ford 
users  with  low  travel  tines.   In  the  Villa  CHiggins  survey, 
the  median  travel  time  was  nine   linutes  and  the  average  was 
aiiout   1*1  minutes.     Eighty-five  percent   of  the   users 
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intervieued  aade   the  trif  by   feet,   in  jait   because  c± 
proxiiaity  (the   aean  hOMe-to-clinic  vector  distance   was  -7 
kilonetecs) ,  and  in  part  tecaase  they  lacked  tus  tare.    Ihe 
costs  of   travel  in  terms  of   time  and  nsoney   indicate  the 
degree  of  propinquity  fcetneen  clinic  and  csers.   The  results 
obtained  at  Villa  O'Higgins  are   not  expected  to  vary  widely 
fcon  aetcopolitaa  averages. 

Several  indexes  of  accessibility  to  S. N.S. S.  facilities 
were  then  examined.    Various   surface  nafs  were  generated 
according  to  distance-decay  parameters  and  a  service  leasure 
of  medical  hours.    Hot     unexpectedly,   these   analyses 
indicated  both  areas  of   relative  under-  and  cver-prcvisicn 
of  clinic  accessibility.   Onlike  Canadian  and  Q.S.   frinary 
care  delivery  systems,   high-income  areas   in  Chile  are  cct 
particularly  favored  ty  the  public  system.   IcH-income  areas 
in   Santiago   experienced   conflicting   patterns   cf 
accessibility.    On  the   cne   hand,   vestern   Santiago 
muoicipalities,  for  example,   inhabitated  by  a  large  pcrtlon 
of  the  urban  poor,   faired   relatively  well.   Cn  the  ether 
hand,   southern   muDicipalities  exhibited  low   degrees  ci 
accessibility.    This   latter  area   is  ccmprised   cf  the 
municipalities  of  La  Florida,   la  Granja  and  la  Cistema  and 
contains  much  of  the  Icw-inccae   settlements  (bcth  legal  and 
illegal)  of  Metropolitan  Santiago.    Korecver,  it  is  ore  cf 
the  few  areas   in  urban  Chile  where   squatters  have  settled 
during  the  rule  of  the  current  regime.    Its  recent  and  last 
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growth  JBay  account  for   the  relative   under-f revision  of 
services-   An  extension  of  S.B.S.S.  of crating  hours  into  the 
late  afternoon  and  early  evening,  ispleniented  in  igs*!,  cculd 
alter  the   1983  accessibility  patterns  described   in  this 
study- 

In  the  private  medical  sector,   a  strong  and  positive 
relationship  was  detected  between  the  numter  of  private 
ambulatory  and  hospital  facilities   and  oean  family  inccoie. 
The   Iccational  patterns   of   general  practitioners   and 
specialists  in  Chile   were  ccnpared  tc  these   of  Canada  and 
the  United  States.    It  was  found  that  Chilean  GFs  were  less 
dispersed  and  clustered   in  the  dcvtown  area   where  vhite- 
collar   employees  work.    Unlike   their  North   Anerican 
counterparts,   the  absence  of  mete   than  a  few  large-scale 
shopping  facilities   in  the  suburbs   and  less   reliance  en 
automobile  travel   than  on  public  transportation   in  Chile, 
accounts  for  this  deviation.   More  significant,  however,  was 
the  finding  that  unlike  the  U.  S.    where  the  medical  market 
has  acted  as  an  agent  of  dispersal,   private  physicians  have 
become  more  locationally  concentrated   in  Santiago.    Ihis 
observation  reveals   a  similarity   to  the   Fosenberg  study 
(1983)  on  physician  location  in  Icrcntc-   The  analcgj  cf  the 
Chilean  and  Canadian  cases  underscores  the  influence  tbat  a 
more  "socialized"   medical  system   has  in   producing  less 
dispersion  among   physician  surgeries  as  coupared   tc  free 
market  settings.   Coefficients  cf  localization  from  1950  and 
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1980  showed   that  physicians  have  beccme   locationally  ncre 
concentrated  in   ceceot  tioes.     This  suggests   that  the 
nedical  aarket  has,    in  fact,   not  acted  as   an  agent  cf 
dispersion.    Both  the  historical  trend  cf  private  physician 
concentration  and  the  1983  pattern   of  FCNASA  physician  and 
private   medical   center  locations   will   provide   gcod 
indications  of  the  changing  urban   and  medical  geography  cf 
Santiago  as  privatization  progresses. 

At  the   outset,   this  research  briefly   identified  an 
ideological  shift  apparent  ancng  western  capitalist  naticcs. 
This  ideology   hinges  on   the  notion   of  less   governBent 
participation  in   the  provision  cf   social  services   and  a 
concoaitant  reduction  of  the  public  tax  burden.    It  is  the 
author's  contention  that  such  fiscal  retrenchient,  through  a 
variety  of  aechanisos,   has  been  present  in  Chile  ucder  the 
current  regime.    Hhile  this  nay  be  acceptable  in  countries 
with   aore  equitable   income   distritutioos,    it   is 
unprecedented  in  a  country  with  the  inccae   disparities  cf 
Chile.    Ihe  traditional  medical  care  systea  devoted  to  the 
general  public  good  is  being  substituted   by  a  new  one  that 
increasingly  treats   medical  care  as  a   private  ccBoodity. 
Evidence  indicates   that  there   were  inadequacies   in  the 
traditional  medical  systea  in  Chile  and  that  refora  Bay  have 
been  a  measure  to  correct  such  inadequacies.    Cnly  nedical 
care  consumers  and   the  Chilean  electorate  will   te  able  tc 
evaluate  for  themselves   the   quality   of  nedical   care 
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accessiblity  in  the  near  future,   once  its  effects  en  the 
quality  of  life  and  the  financial  resources  cf  consusers  are 
assessed. 
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flPPEKDlX  B 
GLOSSARY  OF  SPANISH  SCBDS  flSE  ACECNYHS 


AFP  Administradcras  de  Fcodos  de   Pensicn 

(Pension  Fund   Administrators).    Sines 
1S81  these   fcnsicE  fund   scheaes  ha^e 
been  funded  ty   mcnthly  wage  deductions 
and  can  be  selected   by  Chileans  as  tcth 
a   retirement  and   health  care   fund« 
Onused  funds  accrue   interest.   In  1984 
there  was  speculation  that   the  state 
would  place  these   mcnies  in  capital- 
generating  investment  plans   even  ttcugh 
depositors  vculd  be   insured  against  any 
loss. 


barrio  Upper-income   neighfcothccds  located   in 

alto 

parts  of   the   nunicipalities   cf 

Prcvidencia   and   las  Ccndes   in 

northeastern  Cetrcpolitac  Santiago- 
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bODO 
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A   medical  voucher   issued  by   fCNASA- 
Sevezal  vouchers   are  usually   required 
for   the  delivery   of  therapeutic   and 
curative  care.   Ihree   price  levels  of 
vouchers  existed  under   FCNASA  in  1963. 
Vouchers  were  alsc  used  under  SEEEEKA. 


consultorios 


Public  health   clinics  adninistered   ty 
the  S.N.S.S.   or   local  municipalities. 
These   primary   care   facilities   are 
staffed  by  physicians  and  are  located  in 
urban  centers  throughout   Chile.    fach 
consultorio   is   affiliated   vitb   a 
hospital.     Ihere  lere   64   S.Ii.S.E. 
clinics   in  Metropolitan   Santiago   in 
1983. 


cotizacion 


Honthly  wage   and  salary   withholdings 
taken  by   the  employer  and  placed   in  a 
public  or  private  medical  care  systen  of 
the  users*  choice. 


centro 

medico 


Private  medical  centers,    usually  with 
both  ambulatory  and  in-patient  care;  the 
latter  usually  have  fewer  than  50  teds. 
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Colegic  The  Chilean  Hedical  Society.   It  is  tte 

medico 

largest   protessional  organization   ci 

physicians  in  the  country.    Until  1S79, 

membership   was   cfcligatory   for   all 

practicing  physicians   bat  since   then 

affiliation   has  teen   on  a   voluntary 

basis. 


eapleado  A   aiddle-incone   white-collar   hcrker 

whose  major   source  of  oedical   care  is 
usually  FCNA£fl. 

FOHASA  The  National   Health  Pund-    Pcraerly 

called   SEBBENA  until   1980,    FCNASA 
provides  three  levels  of   care  that  are 
differentiated  by   the  cost   of  uedical 
vouchers   (tcnos) .     It   provides 
coBprebensive  medical  care  to  public  and 
private  liddle-inccEe   ncrkers.   Dnder 
administrative  reorganization   in  19£0, 
FCNASA  now  adaini£ter£   are  health  care 
funds  from  the  state   that  are  directed 
to   the  flinistry   cf   Health  and   the 
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ISAPBEs  Provisional  Health  Institutes.  A  fcca  of 

pre-paid  private   nedical  care   ffcdeled 
after    the   Health    Raintenance 
Organizations   (HKCs)   of   the   D.S- 
ISAPBEs  were  introduced  in  1981  although 
fewer  and  someubat   similar   versions 
existed  in  Chile  under  the  naise  "cajas." 


Junta  de  Neightorhood   Boards.    A   voluntary 

Vecinos 

organization   that  i&onitcrs  cosicunit^y 

issues  and  needs.    Seguests  for  health 

clinics,   pclice  and  fire  protection  and 

other  public  services  are  passed  on  fros 

these  organizations   to  the   Bunicipal 

authorities   who   then   forward   the 

reguests  to   the  national   ministerial 

levels  of  government.  In  1983  there  were 

about  1«0C0   cf  these   organizations  in 

Metropolitan  Santiago. 


SEBHENA  national   Eoployees   Medical   Service. 

Begun   in   1938  to   provide   prinary, 
secondary  and  tertiary   care  to  certain 
public  workers,  in  1968  ncn-governaental 
workers  were  permitted  to  enroll.  As  the 
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predecessor  cf  FOKASA   until  1980,   it 
operated  with  ioedical   care  vouchers  at 
two  levels  of  care. 


SNS  National  Health  Sjsteis.   Created  in  1952 

as  a  central  fublic  agenc;  to  coordinate 
a  nunber  of  public   and  private  sedical 
care  systems,   in  the  late  1970s  it  was 
transforaed  into   the  National   Realtfc 
Service  Systen  (S.K.S.S.),   Both  the  ESS 
and  SNSS   have  traditionally   serviced 
blue-collar  workers  (cbreros)    and  the 
medically  indigent. 

SHSS  National  Health  Service  Systea.   As  tie 

legal  successor  of  SNS,    in  1983  just 
over  one-half  of   medical  encounters  in 
Chile  were  delivered   b}  SNSS  personcel. 
Care  is  provided   mainly  to  blue-cellar 
workers  <obreros)    and  the   nedicall; 
indigent.    It  is   the  largest  itedical 
network  in   the  country  and   operates  a 
hierarchy  of  services  ranging  from  rucal 
health  stations  (pcstas   rurales)   and 
urban   clinics    (ccnsultorios)    to 
hospitals. 
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